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To lessen 
the fear of 
Mutilation 
arrange for 


Prosthesis before 
MASTECTOMY 


The psychological hazards of mastectomy are generally recognized. A 
woman’s fear of mutilation—of its effect on her appearance—is often as 
great as her fear of surgery itself. That is why arranging for the correct 
prosthesis replacement before surgery helps to minimize the psychic 
trauma—enabling the patient to face the adjustment period with more 
calm and assurance. 


The surgeon can prescribe Spencer Mastectomy Supports with complete 
confidence that they will meet both the medical and cosmetic indications. 
The reason: Each Spencer Breast Support and Breast Form is individu- 
ally designed, cut and made for each patient. 


Wherever support is indicated for breasts, back, abdomen—for women, 
men, children—you will find Spencer Supports demonstrably superior. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 


SPENCER HOUSE BANBURY OXFORDSHIRE TEL.: 2265 
London Office: 2, South Audley Street, W.1. Tel.: GROsvenor 4292 


Appliances supplied under the National Health Service through Subsidiary 
Company Spencer (Surgical Supplies) Ltd. 


Trained Retailer-Fitters resident throughout the United Kingdom. Name 
and address of nearest Fitter supplied on request. 


Copyright. 
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PAIN FREE BUT WIDE AWAKE... 


Morphine-like analgesia 
without narcosis — with NARPHEN 


buts: Narphen can supersede general anaesthetics in emergencies, 

bic minor surgery, orthopaedic procedures and obstetrics, when the 

full co-operation of the patient is needed. No elaborate pre-anaesthetic 
routine is necessary. Out-patients can be sent home and in-patients 
back to bed without lengthy post-operative observation. 


Before, during and after general anaesthesia, Narphen controls 
pain efficiently and safely. It produces less respiratory depression 
than morphine or pethidine and does not cause hypotension. 
Narphen does not induce nausea or vomiting. 


Narphen is SNP brand Phenazocine (2’- 
morphan hydrobromide) 


Available in 1.1 ml. ampoules each containing 
2 mg. phenazocine hydrobromide per ml. in 
aqueous solution. Boxes of 10 & 100 ampoules. 
Basic N.H.S. cost 15/- and 120/-. Exempt 
from Purchase Tax. 


Subject to Dangerous Drugs Regulations. 


Smith & Nephew Pharmaceuticals Limited 
WELWYN GARDEN CITY, HERTFORDSHIRE 
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Ampoules of 19 nor-androstenolone phenylpropionate 25mg. 
The most powerful, long-acting 
anabolic preparation for 


we INOPERABLE MAMMARY CARCINOMA — 
( * relieves pain and improves well-being. 


— OSTEOPOROSIS — reconstitutes bone. 


bond WEIGHT LOSS — fully utilises protein. 


AN ORGANON PRODUCT 
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in the same 
tradition... 


The ancient Greek sculptor chose marble. 
The orthopaedic surgeon today chooses 
Gypsona for the same reason—there is no 
better raw material for his art. 

Gypsona’s compliant, consistent moulding 
properties are worthy of his skill. Casts made 
from Gypsona are hard and durable, and 
have a smooth whiteness that invites com- 
parison with fine marble—a source of pride 
to the surgeon and confidence for the patient. 


STRENGTH —the fine English gypsum comes 
from a source exclusive to Gypsona and gives it 
unequalled strength and durability 
SPEED—flexible, interlocking weave gives 
Gypsona easy moulding properties; consistent 
plaster content ensures optimum setting time 
SMOOTH WHITENESS—for comfort and 
elegant, hygienic appearance 
ECONOMY — high, unvarying plaster content 


Gypsona 


PLASTER OF PARIS BANDAGE B.P.C. 


an EESLE aid to surgery 


SMITH & NEPHEW LTD - WELWYN GARDEN CITY - HERTFORDSHIRE 
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Surgical Blades are now packed singly in “ Peel 
Open” metal foil pockets and sterilized by gamma 
radiation. 

These Blades save valuable time and give a 
positive improvement in the safety factor. They 
are dry packed in a combination of up-to-date 
materials by the most advanced methods, 
ensuring complete protection for an indefinite 
period, irrespective of storage and climatic 
conditions. 

SWANN-MORTON STERILIZED BLADES 
are available in 1 gross units, every blade is 
sterilized and ready for immediate use. 
SWANN-MORTON STANDARD PACKS 
(not sterilized) are also available (6 blades in 
Metal Foil Pockets, boxed 1 gross units). 


12 Shapes of Blades 


5 Sizes of Handles 

Handles are packed singly in Nylon ready for 
autoclaving. 

Obtainable through all Surgical Distributors. 


Sivann-Morton (SALES) LTD., SHEFFIELD 6, ENGLAND 


the 
absorbent 
non-adherent 
dressing 


After operation showing result of amputation and 
repair—before dressing with Melolin. 


MELOLIN is a dry, absorbent surgical 
dressing with a smooth, fibre-free surface 
that does not stick to the wound or interfere 
with healing. 

It is made of absorbent lint, firmly bonded 
to a fine, pliable film of polyester plastic, 
which is perforated with a regular pattern of 
minute holes — 2,600 to the square inch. 
The surface is smooth and glossy, yet Melolin 
absorbs blood and other exudates and keeps 
the wound dry. 


Lifts off cleanly 

Does not become 

embedded in granulation tissue 

Does not stick to sutures, skin or dried 
exudates 


Keeps wounds dry: permits drainage and 
evaporation of exudates 
10 x 10 cm. in bags of 100 


AVAILABILITY | 10 x 20 cm. in bags of 50 
20 x 30 cm. in bags of 50 


After 4 days Melolin has been lifted off, completely dry, 
without adhesion. Uneventful healing has begun. 


another aid to surgery Smith & Nephew Ltd., WELWYN GARDEN CITY - HERTFORDSHIRE 


PRYOR & HOWARD LTD. 
Office and Works: WILLOW LANE, MITCHAM, SURREY 


TELEPHONE NO.: MITCHAM 1177-8 


Modified 
Jewett Brace 
with 
self-aligning plates 


Acetabulum 
Reamer. 
Clears as it cuts 


Polythene and 
Plastic 


appliances 


L. C. Wood V-Blade Plate 


Write for Leaflets and Catalogues ‘| 


LONDON FITTING ROOMS: 49, WELBECK STREET, W.1. Telephone No.: WEL 2782 


BRANCHES: LEEDS - BOURNEMOUTH ~- BRISTOL 
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This is 
ELASTOPLAST 


SUPERIOR REGAIN after stretching. Yet EVEN POROSITY—minute holes all over its 
Elastoplast is all cotton and has no rubber surface allow sweat and exudates to escape, 
threads even through more than one layer 


| 


EDGES FREE FROM ADHESIVE FIRM BUT YIELDING SUPPORT 
prevent sticking to clothing. POSITIVE ADHESION for pressure bandaging, for 
Fluffed edges avoid cutting immediately on contact securing dressings and for im- 
the skin mobilisation without rigidity 


No other bandage has all these advantages 


LastOp last sovesive crorous) wc. 


aid tosurgery Smith & Nephew Limited Welwyn Garden City, Hertfordshire 
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Doctors, Nurses and 
Patients are 
most delighted with 


MY-SAN 


THE NEWEST NON-ADHERENT DRY DRESSING FOR 
BURNS, WOUNDS, ULCERS, AND DONOR SITES 


BECAUSE : 


MY-SAN is completely non-adherent to raw wound surfaces 
yet it has all the advantages of an absorbent dry dressing. 
It is easy to apply, easy to remove and does not cause soggi- 
ness of the wound as is often the case with Tulle Gras. 
Neither does it cause chemical irritation or any other side 
effects. 


MY-SAN, like its forerunner NU-SAN B, is manufactured 
from closely woven acetate cloth. The close texture prevents 
growth of epithelium through the interstices. 


MY-SAN contains Neomycin and Bithionol (U.S.P.), which 
provide a powerful antibacterial action with an exceptionally 
broad spectrum against all common wound contaminants. 
Thus, in a series of sensitivity tests against 579 unselected 
organisms, all of them were found to be sensitive to MY-SAN 
dressing with only one exception. 


Antibacterial action is prolonged and minimises risk of 
infection. 


4 MY-SAN is issued in sterilised packs and may be re-sterilised 
by ethylene oxide gas or by dry heat at 120°C for 30 minutes. 


The photograph illustrates the bacteriostatic A product of 
action of MY-SAN dressing against four 


common wound contaminants, namely B- 
Haemolytic Streptococcus, Ps. pyocyanea, - e 
Staphylococcus aureus and B. coli. 

15 WELLINGTON CIRCUS, NOTTINGHAM 


MY-SAN is available in boxes of 10 and 100 
a”). U.K. Distributors : DALMAS Ltd. Leicester & London 
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Help build this great 


Cancer Research Centre 


The fight against cancer—mankind’s cruellest enemy—is being intensified. 
The Imperial Cancer Research Fund seeks your help in building new lab- 
oratories in Lincoln’s Inn Fields. Due to open next year, this will be the most 
advanced research centre in Europe. But £1,000,000 is needed to complete it. 

The Imperial Cancer Research Fund, pioneer organisation of its kind, 
was founded by the Royal Colleges of Physicians and Surgeons to undertake 
this vital work in its own Laboratories. 

To widen its activities and to speed results, the Fund—which receives no 
official grant—makes this personal appeal to you. Will you please help—now? 


ae. IMPERIAL CANCER RESEARCH FUND 


PATRON: HER MAJESTY THE QUEEN 


Please send your gift to A. Dickson-Wright Esq., M.S., F.R.C.s., C.R.F. 94, 
Imperial Cancer Research Fund, 49 Lincoln’s Inn Fields, London, W.C.2 
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a time for relaxation... 


A short time or a long time for muscular 
relaxation ? B.W.& Co. provide a product 
for each need : 


AN ECTI N E Injection of Succinylcholine Chloride 


The first choice for procedures requiring rapid muscular 
relaxation of brief duration. 


TU BAR i re E Preparations of Tubocurarine Chloride 


The most widely-used muscle relaxant ; unsurpassed for 
prolonged procedures, and where profound relaxation 
is required. 


B.W.& CO. Muscle Relaxants 


BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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Design 

— have been responsible for 
many notable prosthetic develop- 
ments and are constantly engaged 
in research and testing to improve 
artificial leg design. The illustra- 
tion (right) shows one of our in- 
ventions—the Hanger Free Wheel 
Knee Control which by allowing 
adjustable friction on flexion and 
free extension of the knee, relieves 
the wearer of a _ considerable 
amount of effort when walking. 


Fitting 

Hanger take an enormous amount 
of care in the fitting of legs; pre- 
liminary fittings are made before 
the leg is completed so that it 
can be finished to the amputee’s 
individual anatomical require- 
ments. The illustration (right) 
shows an amputee walking on a 
newly fitted leg with the help of 
an experienced limb-fitter in one 
of our 28 branches in the United 
Kingdom. 


Rehabilitation 


After fitting, amputees enjoy all 
the rehabilitation and servicing 
facilities offered by the Hanger 
organisation — the largest of its 
kind in Britain. The ex-naval petty 
officer shown in the illustration is 
fitted with two below-knee ampu- 
tation Hanger legs and leads an 
absolutely normal life. 


(left) A light metal leg for below-knee amputation. Hanger 
make a full range of artificial legs both for amputations and 
congenital deformities, and can also supply legs for growing 
children. Please write for further details. 


J. E. HANGER & GO. mary’s tospitai, Roehampton, London $.W.15 
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The CYCLATOR Type P Mark | is an inter- 
mittent positive pressure lung ventilator of 
the pressure cycling controller type. It is 
intended mainly for use on the.open circuit 
of a Boyle type anaesthetic apparatus for 
automatic controlled respiration. 

Controls are provided permitting variation 
of lung inflation pressure up to 35 cms. 
H2O, and expiratory time between + second 
and 30 seconds. 


| FOR DETAILED INFORMATION PLEASE GET IN TOUCH WITH: 


THE BRITISH OXYGEN COMPANY LIMITED 
MEDICAL DEPARTMENT, SPENCER HOUSE, 27 ST. JAMES'S PLACE, LONDON, S.W.1 


BRITISH OXYGEN 
equipment and Ss used. 
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WINSTON INSTRUMENTS 


BLOOD PRESSURE 
FOLLOWER 


13 Records continuously the systolic blood-pressure 

over long periods without arterial puncture. For THE 
the routine recording of blood-pressure during and 

after operations, in drug response studies on hyper- BURGE 
tensive patients— whenever, in fact, more than 

an isolated reading is required. VAGOTOMY 


@ Console cabinet on castors with anti- TEST 
static rubber tyres. 


@ Top case contains equipment, has sloping INSTRUMENT 


instrument panel. Case (removable) can 
be used as portable equipment. 


@ Bottom section of the 
console cabinet has 
drawer in which recor- 
der is mounted. 


Blank panel below Pen 
Recorder replaceable 
by high-and-low- 
pressure warning 
and control panel. 


In the interests 
of safety there 


tion to the * 
patient. For proving complete nerve 
section during Vagotomy 
This portable apparatus can also be 
used to demonstrate and localize indi- 
vidual nerve trunks. Transistorised, 
battery operated. Set comprises pulse 
generator, “ Burge” Vagotomy Tube, two 
water manometer tubes, electrode assembly 
and leads, pair double bellows and release 
valve, 


ELECTRONICS LIMITED 


GOVETT AVENUE SHEPPERTON MIDDLESEX 
Cables: Winston Shepperton. Tel: Walton-on-Thames 2632/-8 
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ETHICON TRUE-GAUGED SURGICAL GUT 
in FOIL 
STRENGTH 


much above B.P. 
and U.S.P. standards 


More pliable too 


ETHICON ‘true-gauged gut is absolutely uniform. Ordinary 
¢at-gut can vary within the B.P. tolerance as much as a full size 
in diameter along its length. ETHICON true-gauged gut has an 


absolutely uniform cross-section throughout the full length of the 


suture, thereby ensuring consistent tensile strength. *!:ade Mork 


[ETHICON LIMITED’ 


| SIGHTHILL - EDINBURGH II 
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THE TRAINING OF SURGEONS 
A Report of the London Meeting of the 
INTERNATIONAL FEDERATION OF SURGICAL COLLEGES 
held at the Royal College of Surgeons of England 


on 
18th-20th October 1960 


Jointly arranged by: 


The Royal College of Surgeons of England 
The Royal College of Surgeons of Edinburgh 
The Royal College of Surgeons in Ireland 
The Royal Faculty of Physicians and Surgeons of Glasgow 
The American College of Surgeons 


INTERNATIONAL FEDERATION OF SURGICAL COLLEGES 


President: 


Professor Sir Harry Platt, Bt., M.D., M.S., F.R.C.S., Hon. F.A.C.S. 
(Royal College of Surgeons of England) 


Vice-Presidents: 
Professor I. S. Ravdin, M.D., F.A.C.S., Hon. F.R.C.S. 
(American College of Surgeons) 

Professor E. Dahl-Iversen, M.D., Hon. F.R.C.S. 
(Royal College of University Surgeons of Denmark) 


Secretary and Treasurer: 
Mr. Kennedy Cassels, M.A., F.C.LS. 
Office: 
Royal College of Surgeons of England, Lincoln's Inn Fields, London, W.C. 


Executive Committee: 
Professor J. F. Nuboer, M.D., Hon. F.A.C.S., Hon. F.R.C.S. 
(Dutch Association of Surgeons) 

Dr. J.-L. Lortat-Jacob, Chevalier, A.G.R., C.H.H., M.A.C. 
(Académie de Chirurgie de Paris) 

Dr. Oscar Schuberth, M.D. 

(Swedish Surgical Society) 

Professor Carl Semb, M.D., Hon. F.R.C.S. 
(Norwegian Surgical Society) 

Dr. A. Dumont, M.D. 

(Belgian Surgical Society) 


Professor K. Debicki, M.D. 
(Polish College of Surgeons) 


MEMBER INSTITUTIONS: 


Académie de Chirurgie de Paris 
American College of Surgeons 
Association of Surgeons of India 
Austrian Surgical Society 
Belgian Surgical Society 
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THE TRAINING OF SURGEONS 
College of Physicians, Surgeons and Gynaecologists of South Africa 
Danish Surgical Association 
Dutch Association of Surgeons 
Finnish Surgical Association 
German Surgical Association 
Greek Surgical Society 
Italian Surgical Society 
Norwegian Surgical Association 
Philippine College of Surgeons 
Polish College of Surgeons 
Royal Australasian College of Surgeons 
Royal College of Physicians and Surgeons of Canada 
Royal College of Surgeons of Edinburgh 
Royal College of Surgeons of England 
Royal College of Surgeons in Ireland 
Royal College of University Surgeons of Denmark 
Royal Faculty of Physicians and Surgeons of Glasgow 
Swedish Surgical Society 
Swiss Surgical Society 


OBJECTS OF THE FEDERATION 


THE OBJECTS OF the Federation, which was inaugurated at Stockholm in 
July 1958, are the improvement and maintenance of standards of surgery 
throughout the world, the maintenance of close relations among approved 
surgical colleges and institutions, the maintenance of high standards of 
education, training, and research, the unification of surgery in all its 
specialities, support of the clinical and scientific congresses of appropriate 
surgical organizations, and to contribute to peace in the world by pro- 
motion of understanding among the surgeons of all nations. 

At the Federation’s Munich Meeting in September 1959, Working 
Parties were set up to examine the following problems: 

1. Surgical Missions (in emergencies of peace or war and to under- 

developed countries). 

2. Training of Surgeons. 

3. Surgical Research. 

4. The Interchange of Young Surgeons. 

In March 1960 the Federation was admitted into official relations, with 
consultative status, with the World Health Organization at Geneva. 

The theme of the London Meeting 1960 was “The Training of 
Surgeons 

The Meeting took place in the buildings of the Royal College of 
Surgeons of England, by kind invitation of the President (Sir Arthur 
Porritt, K.C.M.G., K.C.V.O., C.B.E.) and Council of the College. 


PROGRAMME OF THE LONDON MEETING 
TUESDAY, 18th OCTOBER 1960 


Meetings of Working Parties took place in the morning and Reports 
were later submitted to the Council. 

The Annual Meeting of the Council took place in the afternoon in the 
Council Room of the Royal College of Surgeons of England. The follow- 
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ing is an extract from the Minutes of the Meeting, at which the President, 
Sir Harry Platt, Bt., was in the Chair: 


Minutes 
The Minutes of the Second Meeting of the Council held at Munich were 
approved as a correct record and signed by the President. 


Executive Committee 
The Report, dated 19th March 1960, of the Executive Committee was 
considered. 
Resolved: 
I. That the Report be received. 
Il. That the criteria for membership as recommended by the Executive 
Committee be approved, namely: 
(a) The minimum number of members should be about 10-15. 
(b) A college (or association) to be accepted for membership may 
be composed of general or surgeons of the major specialisms 
or both, but it should be representative of all the general 
surgeons in its country, or of all the surgeons of its own 
specialty in the country as the case may be. 
(c) The stated objects should include: 
(i) The promotion of a high standard of surgery. 

(ii) The encouragement of correct ethics in the practice of 
surgery. 

(iii) To influence as far as may be possible the standards of 
education for the training of the surgeons of the 
future. 

(d) The activities should include: 
(i) The holding of scientific meetings in subjects related to 
surgery. 
(ii) Occasions calculated to enhance the academic and 
scientific status of the college and its members. 

(iii) The holding of examinations or other tests of pro- 
ficiency in surgery if the circumstances of the college 
and its country permit. 

Ill. That international organizations be not accepted for membership at 
present. 


Elections 
(a) Vice-President 
Resolved: 
That Professor E. Dahl-Iversen be re-elected Vice-President 
for a further period of three years. 
(b) Executive Committee 


Resolved: 
That Dr. A. Dumont and Dr. Oscar Schuberth be re- 
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THE TRAINING OF SURGEONS 


elected members of the Executive Committee for a further 
period of three years. 


Working Parties 


The Council received from its four Working Parties the following 
reports: 


(a) The Training of Surgeons: 
Resolved: 
(i) That the Working Party be re-appointed, with power 
to co-opt. 
(ii) That the Working Party be requested to make a con- 
tinuous study of its subject and to consider the issue 
of a brochure. 


(+) Surgical Research: 
Resolved: 
(i) That the Working Party be re-appointed, with power 
to co-opt. 
(ii) That the following topics be approved as suitable for 
study on an international basis, on which the Working 
Party reported as follows :— 


(A) Researr’: into malignant disease—especially in 
relation to viruses: 
It was felt that this was the subject most 
likely to prove rewarding. 


(B) Infection in wounds 

The Working Party noted a wide difference in 
the standards of hospital cleanliness in different 
hospitals and different countries. It was felt 
that post-operative sepsis could be greatly 
reduced by a return to the rigid routine of the 
years before the introduction of the antibiotics. 
It was also felt that there should be far less 
reliance on antibiotics, the use of which should 
be restricted to demonstrated necessary 
instances. 


(C) Transplantation of tissues and organs 
As a practical surgical issue of the present 
day this subject was considered particularly 
suitable for study and research by young 
surgeons. The use of substitute materials as 
well as living tissues and organs should be 
studied. 
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(D) Mass casualties from irradiation and other 


accidents 

It was considered that the care of mass 
casualties should be improved by careful 
research rather than by studying casualties 
which had occurred as the result of war. 
Investigations should not be restricted to 
irradiation but should include casualties of 
any kind. 


(c) Surgical missions 


(A) 


The following is an extract from the Report: 
Surgical Missions in emergencies of peace or war 

The Committee discussed the experience of 
surgical missions to Agadir, Hungary and the 
Congo. In all these instances the need for 
prior planning and for a central administration 
had been evident. Each disaster produced its 
own special problems, but from the surgical 
point of view, amongst the most important 
lessons learned had been the great need for 
X-ray facilities, laboratory equipment and 
artificial kidney and blood transfusion equip- 
ment. Dr. Duprez mentioned the desirability 
of introducing standard equipment where 
possible. 

The Committee agreed on the urgent need 
for a central co-ordinating body which would 
be able to adminster and plan the dispatch of 
surgical missions at very short notice to centres 
of disaster. It was emphasized that prior 
planning was an essential if such missions were 
to be effective and that such prior planning 
should include the obtaining of information 
from the countries of the world as to what 
sort of assistance they would be willing 
to accept in the event of disaster, and what 
arrangements they would normally expect 
to be able to make from their own resources. 

The Committee was of the opinion that in 
most countries the sort of facilities which would 
be needed were most readily available in the 
Armed Services, though there might be 
occasions on which only civilian help would be 
acceptable to the Government of the country 
in need of assistance. All missions should 
work under the flag of the International Red 
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Cross and the Committee stressed the need to 
make full use of and co-operate with the 
existing Red Cross organizations. It was 
suggested that in some countries Civil Defence 
Organizations might interest themselves in 
training teams for surgical missions. 


(B) Surgical missions to the underdeveloped coun- 
tries with the object of raising standards of 
surgery 

The Committee discussed the two main 
difficulties in this field, which were finance and 
staffing. Very large sums of money were 
required to provide new hospitals and medical 
schools. In many countries, young men were 
reluctant to go abroad even for a year or two, 
for fear of prejudicing their chances of pro- 
motion in surgery. Despite these difficulties 
it was felt that the Federation could do imuch 
to help to raise surgical standards. 


Resolved: 

That the Working Party be re-appointed, with 
power to co-opt. 

That the representatives of member bodies of the 
International Federation be asked to take steps to form 
committees in their own countries which should draw 
up, from all the available sources within their coun- 
tries, schemes for providing emergency surgical units 
to be called upon by the Central Committee in the 
event of need. 


That each member body of the Federation be asked to 
submit an account of the assistance in the field of 
surgical education which it now gives to under- 
developed territories, and a statement of what further 
assistance it would like to give if financial help were 
forthcoming. 


(d) Interchange of young surgeons 


The following is an extract from the Report: 
(A) Appropriate time for exchange 

Most countries appeared to have a residency 
training programme covering five to six years, 
and it was agreed that the best time for an 
exchange would be during the fourth or fifth 
year of training, and not at the end, so that the 
exchange surgeon would have a job to go back 
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to. It was noted that some countries would 
pay for their students to go abroad during their 
residency training, but not if they had completed 
it. 


Experience during exchange 


It appeared that it was possible for an 
exchange student to operate himself in Holland 
and Sweden; in Belgium he had no legal right 
to operate, but could do so under the personal 
responsibility of the professor concerned. In 
the United Kingdom a man could operate only 
if he is on the Temporary Register and joined 
the Medical Defence Union. Legal rights to 
practise varied from country to country. 
Rights in United Kingdom already mentioned, 
and in the United States of America were not 
permitted without registration by the state con- 
cerned, after local requirements had been met. 
Sweden had a considerable number of foreign 
doctors from Scandinavia and central Europe, 
who were granted temporary licences. 


In general it seemed that the exchange 
student would have little or no operating and 
only limited clinical contact with patients, but 
the opportunities for research and for obser- 
vation of work of departments as a whole 
would be far more valuable experience. It 
might be a good thing to specify the nature of 
the duties involved when an exchange post was 
available. 


Difficulties 

Members thought that the language difficulty 
was not a very real drawback, particularly in 
view of the limited contact with patients, though 
it was desirable that a student should have a 
rudimentary knowledge of the language of the 
host country. 


One point of considerable importance was 
how to ensure that an exchange student went 
home after completing his visit. This difficulty 
arose particularly in the United States of 
America, where probably many hundreds of 
foreign doctors wanted to settle instead of 
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returning home. This was a debatable point 
and probably did not affect other countries so 
much as the United States. Students in the 
United Kingdom could be dealt with by the 
Home Office. 


Organization of exchanges 


Members thought that there would be no 
difficulty in stimulating interest in exchange 
programmes among their own colleagues even 
if government support were lacking. In some 
cases government funds were available in one 
form or another. If a central organization for 
exchange was instituted, might it not be possible 
to get funds from the World Health Organiza- 
tion? It was agreed that an exchange student 
should receive in subsistence an amount 
approximating to the salary paid to a registrar 
in the host country. 


Resolved: 


(i) That the Working Party be re-appointed, with power 
to co-opt. 


(ii) That member-Colleges be encouraged to stimulate 
such interchanges as they can, and that they be 
requested to inform the International Federation of 
any success. That the International Federation can- 
not become an exchange bureau for the purpose. 


Surgical lectureship 

The President -*ported that at the request of Dr. Robert A. Wise, 
Visiting Professor of Surgery at Shiraz Medical Center, Iran, the Inter- 
national Federation had arranged for Mr. Norman Matheson to visit 
that country for a month as a temporary lecturer on Urological Surgery. 
The arrangement was, however, subject to a satisfactory financial solution, 
and efforts were being made to obtain a grant from the British Council 
(which had since been promised). 


Membership 


The Secretary reported that the following had now become members 
of the International Federation: 


The Swiss Surgical Society (elected at Munich). 
The Philippine College of Surgeons (elected by postal vote). 
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The Secretary reported correspondence with the Japanese Surgical 
Society, and it was 
Resolved: 


That the Japanese Surgical Society be invited to accept membership of 
the International Federation. 


Future meetings 
1961 It was decided to hold the 1961 meeting in Oslo within a suitable 
interval from the Dublin meeting of the International Society of 
Surgery (2nd-9th September). Professor Semb undertook to 
arrange this with his colleagues. 
1962 It was decided to meet in Paris in 1962 towards the end of Septem- 
ber, just before the Surgical Congress. 
1963 It was provisionally decided to hold the 1963 meeting in the United 
States, probably on a date near that of the Clinical Congress in 
San Francisco. 
Publications 
It was agreed that a brochure reporting this meeting should be prepared, 
and this was to be sent in English to members who would endeavour to get it 
published in their own national medical journals. 
The Council approved in principle the publication of other brochures 
from time to time by the International Federation, and asked the Executive 
Committee to consider the details of this proposal. 


In the evening, members of the Council and the Working Parties 
attended a Dinner with the Residents in the Nuffield College of Surgical 
Sciences. 

The Nuffield College is a residential College for 90 postgraduate 
students and is a part of the Royal College of Surgeons, for whose higher 
diplomas most of them are working. The residents are drawn from many 
of the countries of the world, so that the College is truly international in 
character, and the International Federation’s Council were able to mix 
freely with them. 


WEDNESDAY, 19th OCTOBER, 1960 


By kind permission of the Dean of the Institute of Basic Medical 
Sciences, representatives at the Meeting attended lectures in the Royal 
College of Surgeons of England Course for Postgraduate Students organ- 
ized by the Institute of Basic Medical Sciences, in the Edward Lumley 
Hall, on the following subjects: 


** Lymphatic drainage of the abdomen’, by Professor Gilbert Causey, F.R.C.S. 

“ Effects of adrenaline and sympathomimetic amines *’, by Dr. John Vane, D.Ph., 
B.Sc. 

* The physiology of the lung ”, by Professor David Slome, Ph.D., M.B. 
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In the afternoon short communications on new research work were 
contributed by the American College of Surgeons, in the Edward Lumley 
Hall, under the Chairmanship of Professor I. S. Ravdin, M.D., F.A.C.S. 
The following are summaries, as submitted before the meeting, of some 
of the communications: 


THE SIGNIFICANCE OF BLOOD AS A FACTOR IN THE PRODUCTION OF 
PANCREATITIS 


by 
Marion C. Anderson, M.D. 
Department of Surgery, Northwestern University Medical School, Chicago, Illinois 


Vascular injury appears to influence the type of lesion found in various forms of 
human pancreatitis. Emphasis has been focused on the effects of vascular impairment 
upon the viability of the pancreatic parenchymal tissues, and hence the initiation of 
necrotizing pancreatitis. Less consideration has been given to another result of vascular 
injury, namely the extravasation of blood or fractions of blood into the interstitium of the 
pancreas. 

In acute oedematous pancreatitis, a hyperaemic vascular system releases a serous 
oedema fluid which combines with pancreatic enzymes refluxed into the interstitium 
of the gland. 

In acute haemorrhagic pancreatitis, the degree of vascular injury is more profound, 
and includes periarteritic changes, thrombosis of small arteries and veins and an 
extravasation of bloody fluid. In this instance, whole blood may mix with enzymes 
present in the pancreatic parenchyma. 

In the dog, a combination of autologous whole blood and Trypsin, incubated for 
24 hours, produced a uniformly fatal haemorrhagic pancreatitis when injected into the 
pancreas, while an incubate of autologous serum and Trypsin resulted in severe inter- 
stitial pancreatitis. Other combinations, including Trypsin and saline, fresh whole 
blood alone, fresh whole blood and Trypsin, incubated plasma and Trypsin, incubated 
washed red blood cells and Trypsin and an incubate of saline and serum, failed to produce 
lesions of comparable severity. 


Whole blood or serous oedema fluid, released from the circulation as a result of 
vascular injury during an attack of acute pancreatitis, may incubate with enzymes 
present in the pancreas and produce a substance which influences both the extent and 
the chavacter of the final lesion. 


A BIOLOGICAL BEHAVIOURISTIC CLASSIFICATION OF MAMMARY 
CARCINOMA 
by 
Harvey R. Butcher, Jr., M.D. 
Department of Surgery, Washington University 


This study of mammary cancer was undertaken to find bases for the objective evalua- 
tion of the relative therapeutic merits of simple and radical mastectomy for mammary 
cancer. The first question that we posed was: Is it possible to predict the result of 
treatment from the peculiarities of growth of the primary neoplasms? The examination 
of this question was effected by correlating the survivals of 738 women who had mam- 
mary cancers with the histological natures of their primary tumours as classified by 
Tornberg and Ackerman. The five types of mammary cancer may be accurately 
differentiated solely from properly prepared and selected tissue sections of the primary 
tumour. The differentiation of Types |, 2 and 3 from 4 and 5 is accurately accomplished 
by frozen section. This is important because among Types |, 2 and 3, simple mastec- 
tomy should be as effective as radical mastectomy, since metastases occur rarely. 
Further, the data indicate that simple and radical mastectomy are nearly equally 
ineffective for the highly malignant Type 5 cancers and for Type 4 cancers greater than 
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5 cm. in diameter. The effectiveness of treatment methods can be assessed more 
accurately and with less difficulty if the survival curves of each treatment method are 
ascertained for only those persons having Type 4 mammary cancers with primary 
lesions having a maximal chordal measurement of less than 5 cm. 


CHEMOTHERAPY OF CANCER BY REGIONAL PERFUSION 
by 
Oscar Creech, Jr., M.D. 
Department of Surgery, Tulane University, New Orleans. 


By limiting the major effects of cancer chemotherapeutic agents to a tumour-bearing 
area the total dose of the agent can be increased and systemic toxicity reduced. Tech- 
niques of regional perfusion have been employed in the treatment of 281 patients with 
malignant tumours. Among these there were 119 cases of carcinoma, 49 sarcoma, 93 
melanoma and 20 cases of neuraltumours. This experience suggests that cancer chemo- 
therapy by perfusion is effective in controlling certain far-advanced tumours and may 
have a place as an adjuvant to the treatment of localized tumours. 

Of more significance perhaps are questions raised by this study concerning the specific 
effect of chemotherapeutic agents on the neoplastic as compared to the normal cell, and 
the role of chemotherapy in the development of immunity to a neoplasm. 


EXTRINSIC CARDIAC DENERVATION BY REGIONAL NEURAL ABLATION: 
SURGICAL TECHNIQUE AND CONFIRMATION 


by 
Joseph W. Gilbert, Theodore Cooper, Robert Bloodwell, and Richard Grout 
Clinic of Surgery, National Heart Institute, Bethesda, Maryland 


Although considerable progress has been made in defining the immunologic obstacles 
to homotransplantation and in surmounting the technical problems associated 
with cardiac transplantation, the physiologic responses of a heart thus deprived of its 
extrinsic nervous control must yet be explored. A technique is described for regional 
interruption of the extrinsic nerve supply of the heart. The preparation achieved by 
this method affords certain noteworthy advantages over that resulting from traditional 
cardiac denervation by means of staged cervical or thoracic vagectomy and sympathetic 
ganglionectomy. Electrical verification is facilitated in so far as the main vagal and 
sympathetic trunks are undamaged. The autonomic innervation of other viscera and 
vascular beds is undisturbed and the responses of the heart are not influenced by 
peripheral reactions which might otherwise have been altered. Electrical and chemical 
proof of denervation accomplished by the reported technique is detailed and its 
physiologic implications discussed. 


MECHANISMS OF SHOCK IN PERITONITIS: 
EFFECTS UPON BLOOD VOLUME, HEART ACTION, AND PERIPHERAL 
VESSELS 
by 
James D. Hardy, M.D., F.A.C.S. 
University of Mississippi Medical Center 


A major portion of the mortality rate on most surgical services is due to sepsis. 
Intraperitoneal suppuration is present in perhaps a majority of such instances. In the 
experimental investigation of factors producing hypotension in peritonitis, due to 
simple chemical irritation of the peritoneum as in perforated peptic ulcer, the massive 
fluid “* losses” within the abdomen which result in eligaemia have been reaffirmed. 
Late strangulation bowel obstruction results in shock, due not only to fluid losses, but 
also to bacterial invasion with release of endotoxins. Endotoxins have been shown to 
have a capacity to diminish the strength of myocardial contraction in some species, but 
the most deleterious effects of endotoxin appear to be those upon the peripheral vascular 
bed. There is evidence that endotoxin may so potentiate endogenous catechol amine 
effects that peripheral vascular changes result in necrosis of tissues supplied by these 
vessels. Therapeutic implications will be mentioned. 
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THE RELATIVE IMPORTANCE OF THE VAGUS AND ANTRUM IN THE 
CONTROL OF PEPTIC ULCERATION 
by 
R. Cameron Harrison, M.D. 
Professor of Surgery, University of Alberta 


There is very strong evidence that duodenal ulcer is an acid engendered disease, the 
acid being produced in abnormal quantities by the gastric parietal cells. This is under 
control of the antrum which is influenced by food, distension, pH and vagal stimulation, 
and the parietal cell is stimulated directly by the vagus. Acid secretion can be reduced 
surgically by: 

1. Division of the vagi, the effect being on the parietal cells and on the antral 
production of gastrin. 

2. Excision of the antrum. 

3. Excision of the parietal cell mass. 


This is an attempt to assess in the experimental animal the relative importance of these 
measures, using a simple effective method of ulcer production. The results are interest- 
ing in that vagotomy of the parietal cell mass only reduces the percentage of ulceration 
slightly, whereas vagotomy of the antrum has a more beneficial effect. Denervation 
of the antrum is almost as effective as excision, and a linear reduction in ulcer incidence 
is not obtained by increasing the extent of parietal cell mass excision. 


NEW HORIZONS IN SURGICAL METABOLISM 


by 
John M. Kinney, M.D. 


Associate in Surgery, Harvard Medical School, Peter Bent Brigham Hospital, Boston, 
Massachusetts 


Convalescence from trauma has been made safer and more predictable by the 
development of knowledge concerning the metabolism of water and electrolytes. 
Similar knowledge of energy metabolism after trauma is lacking. We have therefore 
developed a modification of indirect calorimetry for the study of alterations in daily 
energy exchange, following elective surgery and major injury. 


From studies on 25 patients, data indicate that previous estimates of caloric expendi- 
ture following operation and injury are significantly higher than actually occur. Both 
the basal metabolic expenditure and protein oxidation are increased by fever, sepsis and 
trauma, and both are decreased by hypothermia, shock and depletion. The amount of 
nonprotein tissue fuel is determined by factors influencing the basal metabolic expendi- 
ture, while the composition of the nonprotein fuel is determined mainly by intake. 
The relation of these findings to the planning of nutritional support for the postoperative 
patient will be discussed. 


PHYSIOLOGY OF THE URINARY SPHINCTER AND ITS RELATION TO 
OPERATIONS FOR URINARY INCONTINENCE 


by 
Jack Lapides, M.D. 
University Hospital, Ann Arbor, Michigan 


In recent years experimental work has elucidated the structure and function of the 
normal bladder and its sphincter sufficiently to permit research into some of the abnor- 
malities of urination. The bladder and proximal three-fourths of the urethra in the 
female are one integrated structure embryologically, anatomically and physiologically. 
Requisites for normal micturition and continence are (a) intact central nervous system 
and peripheral nerve supply to the bladder, urethra and pelvic striated muscles, 
(b) normal bladder and urethra and (c) a urethral length of at least 3.0 cm. 


Most instances of stress incontinence in the female are due to a telescoping or shorten- 
ing of the urethra when the erect position is assumed. Appropriate therapy for these 
individuals is fixation and elongation of the urethra. In some patients urethral length 
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is within normal limits, but damage to the urethral wall has resulted in a functional 
decrease in urethral length. Logical treatment for these people involved excision of 
the damaged portion of the urethra and reapproximation of the normal! edges of the 
urethra. 


THE USE OF SPLENIC TRANSPLANTS IN THE TREATMENT OF ACUTE 
IRRADIATION SICKNESS 


by 
Richard C. Lillehei, M.D., Ph.D.,* Jerrold K. Longerbeam, M.D.,+ 
Edmond Unis, M.D., and Sadek Hilal, M.D. 
From the Departments of Surgery, Clinical Pathology, and Radiology of the University 
of Minnesota Medical School, Minneapolis 14, Minnesota 

Techniques have been developed to remove the stomach, entire smali bowel or spleen 
of the dog in such a way that the circulation to any of these organs can be restored by a 
single arterial and venous anastomosis. Moreover, it has been possible to preserve 
any of these organs in vitro at 5° C. up to eight hours without loss of viability. The 
autotransplants of these organs function normally with indefinite survival of the host 
and the graft while the homografts function seven to eight days before the death of the 
new host occurs. In order to promote longer survival of the homografts, irradiation 
has been used to alter the immune responses between host and homograft. The value 
of various preparations of the spleen in ameliorating the lethal effects of irradiation 
used for this purpose has been assessed in the following experiments. 

In one group of dogs the spleen was removed in toto and stored at 5° C. while the dog 
was given 500 r. to the total body (100 per cent. lethal in dogs). The spleen was then 
returned to the dog as an autograft by re-anastomosing the splenic vessels. In another 
group of dogs, the spleen was freed up and brought outside the peritoneal cavity with 
its splenic vessels still intact. The spleens of these dogs were shielded with a lead box 
while the dog received 500 r. After this, the spleen was returned to the abdominal 
cavity. In a third group of dogs, the spleen was removed and then homogenated. 
This splenic homogenate was returned as an intravenous autograft after dogs in this 
group had received 500 r. Almost all dogs receiving an autograft of the intact spleen 
or having the spleen shielded during irradiation died acutely of irradiation sickness. 
In contrast, almost all dogs receiving a homogenate of their own spleen after lethal 
irradiation survived indefinitely. These findings indicate that homogenization of the 
spleen releases or makes available some substances or cells which are not available from 
the intact spleen. The accessibility of the spleen and the availability of 5-10 billion 
cells exclusive of erythrocytes from this organ indicate that this preparation along with 
bone marrow should be considered for treating acute irradiation sickness. 

(This work was supported by USPHS Grant 3361.) 


AN EVALUATION OF THE SIDE-TO-SIDE PORTACAVAL SHUNT 
by 
Donald G. Mulder, M.D., and John F. Murray, M.D. 
University of California Medical Center 


Construction of a side-to-side portacaval anastomosis in the human with cirrhosis, 
not only effectively decompresses the hypertensive portal venous bed and prevents 
future bleeding episodes, but may have additional beneficial haemodynamic and 
physiologic effects. It provides a second route of exit for hepatic arterial blood which 
has been partially blocked by the hepatic venous obstruction of cirrhosis. Analysis of 
simultaneously drawn arterial, hepatic venous, and portal venous blood samples 
indicates that this alteration in intrahepatic arterial flow does not result in the creation 
of an arteriovenous fistula, but, instead, blood passes through the hepatic parenchyma 
at the cellular level and contributes to its nutrition and metabolism. Ligation of the 
portal vein at the liver hilus in the performance of an end-to-side portacaval shunt 
would eliminate these advantages. 


* Markle Scholar and Assistant Professor of Surgery. 
+ Gianinni Fellow of the Bank of America. 
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VASCULAR REACTIVITY IN PORTAL HAEMODYNAMICS 
by 
Gerald W. Peskin, M.D., F.A.C.S. 
The Harrison Department of Surgical Research, Schools of Medicine, University of 
Pennsylvania, Philadelphia, Penn., U.S.A. 


The relative contribution of the abdominal viscera to portal venous flow and pressure 
and the site and role of enteric arteriovenous anastomoses in the regulation of portal 
haemodynamics were studied in 25 mongrel dogs. 

Employing a non-cannulating electromagnetic flow meter, portal flow averaged 
21 c.c./Kg./min. about one half of which (10.2 c.c./Kg./min.) was derived from superior 
mesenteric arterial inflow. 

The presence of arteriovenous shunts in the distribution of the superior mesenteric 
artery was demonstrated by (1) comparing portal venous ammonia concentrations 
after intrajejunal ammonia citrate administration with and without vasopressin in- 
fluence, and (2) recovering glass beads (42-150 micra) from the portal vein subsequent 
to their injection into the superior mesenteric artery. 

Further, by employing vasopressin, portacaval shunting, and eliminating respiratory 
effects on the liver and splanchnic area in varied combinations, it is concluded that 
(1) flow through these large arteriovenous anastomoses in the submucosa of the small 
intestine contributes significantly to portal flow and pressure in the dog; (2) the closure 
of these enteric shunts appears to be of primary importance in the action of vasopressin 
in lowering portal pressure; (3) these shunts appear to play a far more important role 
in portal haemodynamics than do gastric A-V anastomoses (previously described). 


(Supported by U.S.P.H.S. Grant H-2757 (C3).) 


RENAL RESPONSE TO EXTRACORPOREAL CIRCULATION 
by 
Robert L. Replogle, M.D., and Robert E. Gross, M.D. 
The Children’s Hespital Medical Center and the Harvard Medical School, Boston, 
Massachusetts 


Because prolonged periods of extracorporeal circulation are required for the correc- 
tion of more-complex intracardiac lesions, adequacy of renal perfusion and function 
during and after extracorporeal circulation is felt to be of importance. 

A method for the rapid measurement of renal plasma flow was developed using 
1131 labelledt Diodrast. Using this technique, accurate estimations of renal plasma 
flow could be made serially every 15 minutes before, during and following bypass. 

In a series of clinical studies, renal plasma flow was measured during various perfusion 
rates to assess the effect of changes in flow-rate on renal haemodynamics. A striking 
correlation was observed between perfusion rate and renal plasma flow. While per- 
fusion rates were maintained at levels approximating the normal cardiac index (3 to 
3.2 L/M2/min.) renal plasma flow equalled or exceeded by pre-bypass control values. 
When the same patients were perfused at lower rates, renal plasma flow fell off rapidly, 
being severely depressed even at flow rates of 2.2 to 2.4 L/M2/min. Increasing the 
perfusion rate following an initial low rate resulted in a corresponding increase in renal 
plasma flow. There was little correlation between mean arterial blood pressure and 
renal plasma flow. 

Urine output varied with renal plasma flow during bypass, and a brief brisk diuresis 
was noted immediately following completion of bypass which might be explained by 
a reflux diuresis following left atrial distension as the pulmonary bypass was dis- 
continued. 


These communications were followed by two talks on the teaching of 
surgery as arranged in the Royal College of Surgeons of England, in the 
Cuthbert Wallace Room, under the Chairmanship of Sir Stanford Cade, 
K.B.E., C.B., F.R.C.S., Vice-President of the Royal College of Surgeons 
of England. 
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1. Professor Digby Chamberlain, Ch.M., F.R.C.S., Hon. F.A.C.S. 
(Vice-President of the Royal College of Surgeons of England) 


The Royal College of Surgeons has two roles in the training of a surgeon, 
we give and we organize instruction and we hold examinations. What 
we do not do and what nobody else does is to select trainees who are con- 
sidered likely to make competent surgeons. In many countries, the aspir- 
ing surgeon applies for an assistantship or residency and, if he is considered 
suitable and appointed, a programme is arranged for him and, assuming 
that he is reasonably diligent, he can hope to finish as a fully trained sur- 
geon ready to fill a vacancy. 


In this country the process is a much more haphazard one and it may 
happen that a young graduate is encouraged to apply for a registrarship, 
not because he is considered suitable for training, but because there is a 
vacancy in the service which has to be filled. Once appointed he tends to 
get further appointments and in this way finds his way on to the training 
ladder, sometimes with very happy results, but sometimes to find himself 
in difficulties in one or other part of the Fellowship examinations or when 
he comes to apply for a consultant post. It is true that in most cases the 
system seems to work and it is possible that any form of selection might 
do no better; but it seems odd that no better method has been evolved 
than the whim of a very ordinary young man, or the fact that the service 
is anxious to find somebody to fill a vacancy. I think it is a matter which 
has been neglected and that it would repay further study. 


Most of you know what the Fellowship means in this college, but it may 
clarify the position if you look at this table: 


Age 

House Surgeon 6 months 

House Physician .. 6 months 
Registers 24 

Demonstrator anatomy or physiology year 

and may take course A as 25 
Primary 

Military Service .. we 2 years 27 

Senior Hospital Officer . ps 1 year 28 (26) 
Fellowship 

Registrar 2 years 30 (28) 

Senior Registrar .. 4 years 34 (32) 


You will see that it does not indicate that a man is a trained surgeon, but 
it is an examination which is taken at a certain stage of his training and 
shows that he has passed two examinations, one in the basic sciences and 
one in surgery, and that he has done surgical appointments for three years. 
It is perhaps better to regard it as a theoretical examination, although this 
is not, in fact, true, or to look on it as a method of selecting candidates at 
an intermediate stage for advanced training in practical surgery. 
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We have given serious consideration to some means of signifying that 
training is complete, but at the moment we are standing firm on the 
Fellowship as it is. 'We know what it means, it has the merit of being well 
tried and we think that the whole surgical world understands it and respects 
it. 

The primary examination, about which I want to speak in more detail, 
can only be taken after qualification. At one time it was possible for an 
undergraduate to take it after the second M.B., which is the pre-clinical 
undergraduate examination taken in anatomy and physiology at the end 
of the period of instruction in these subjects. It was considered that too 
often it was passed as the result of a little extra work at that stage and that 
this basic scientific knowledge would be largely forgotten at a time when 
the trainee should have it in his mind, if he is to become a thinking and 
scientific surgeon and not merely a surgical technician. 


The ideal arrangement is for the aspiring surgeon to go back to the 
medical school for a time after he has registered and to become a demon- 
strator in one of the basic sciences. During this time he comes in contact 
with the other departments, and he may arrange to spend part of his time 
in them or he may read up subjects which he is not demonstrating. In this 
way he should acquire a sufficient knowledge to allow him to sit for the 
examination. 


This method of acquiring knowledge may not be available for everyone 
who wishes to take the primary; many candidates like to finish off with 
advanced instruction and there are a large number of overseas candidates 
for whom provision has to be made. The Universities and Medical 
Schools are fully occupied with their undergraduates and have neither 
the staff nor the accommodation to undertake extra postgraduate commit- 
ments, and it is for this reason that we have interested ourselves in this 
field. 


It is now between 30 and 40 years since the college established research 
departments in Anatomy, Physiology and Pathology. These departments 
have grown enormously in size, particularly since our new buildings have 
become available. We have added a department of Pharmacology, we 
have a Reader in Biochemistry and we hope to expand this into a depart- 
ment and we also hope to establish a department of Microbiology. In the 
college there is a research department in Ophthalmology and we have 
departments of Dental Science and of Anaesthesia, each of which is 
headed by a Professor. Gradually we have undertaken teaching responsi- 
bilities to meet the demand of candidates who wish to take the primary. 
We do not give a cram course designed specifically for the examination, 
but our aim is to give instruction at a sufficiently advanced level for it to 
enable a candidate to take the examination, and for him to acquire a sound 
knowledge of the basic sciences which we think is very necessary for a 
surgeon. 
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In view of this increased activity, in view of our aim to give instruction 
at as an advanced level as in a University department, and in order to give 
our academic staff University status and a feeling that they are a part of the 
University world, we have established an Institute of Basic Medical 
Sciences within the College. It is sponsored jointly by ourselves and by 
the University of London through its Postgraduate Medical Federation. 
The University joins with us in the appointment of our staff, gives recog- 
nition to them as teachers within the University, helps us to see that the 
work going on and the instruction being given are of a University standard, 
and provides certain financial support. 


Up to now the institute has held two courses a year, each of 15 weeks, 
and because of the limitation in laboratory accommodation these have 
been limited to 60 students, but because of the large number of applica- 
tions we receive, usually about 300, we give a second course simultaneously 
limited to the lectures alone and the limit for the course is the number who 
can be accommodated in this hall. As a rule about 180 take this limited 
instruction. There are in addition shorter courses of about two weeks 
each, held twice a year to meet the particular requirements of the Dental 
Faculty and attended by about 40 students. For the Faculty of Anaes- 
thetists three courses of lectures are given and are attended by between 
30 and 60 students. We are anxious that the instruction we give should 
be thorough and that it should not be designed solely as a means of passing 
the examination and for this reason we have decided to increase the length 
of the course to 24 weeks, to hold it only once a year and to increase the 
numbers from 60 to 90. This will ease the teaching burden on the 
academic staff and give them more time to devote to research, which 
was the original aim of the departments. 


Applications for the courses are heavy, averaging about 300. Students 
come mainly from this country and the Dominions, but they also come 
from practically every country outside the Iron Curtain. 


The primary examination itself is held three times a year and is divided 
into three parts—anatomy, physiology and pathology. The pathology is 
general as opposed to the surgical pathology which is asked in the final 
examination. Candidates have to answer a three-hour paper in each 
subject and they are given viva voce examinations which are conducted 
by an anatomist, a physiologist and a pathologist, each of whom examines 
with a surgeon. The average number sitting for the primary is 300-350. 
It is our policy to hold the examination also in centres outside this country 
if the demand is sufficient. For the past few years we have held it in 
Ceylon, last year we held it in addition in the Sudan and it is probable that 
in 1962 it may be held in Pakistan. We have reciprocal arrangements 
with the Colleges in Australia and South Africa, with the Colleges in 
Edinburgh and Ireland and with the Faculty in Glasgow, so that the passing 
of any primary will admit to any final examination. 
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Having passed the primary the trainee may then do his military service 
and he must then do a series of surgical appointments before he can present 
himself for the final examination. The College demands evidence that the 
candidate has done appointments in recognized posts for three years: one 
year must be in general surgery, six months in a casualty post and the 
remaining eighteen months in unspecified posts which may be in general 
surgery or in the surgical specialties. The pre-registration surgical 
appointment can be counted as part of the training. We are anxious that 
the appointments should be ones where the holder can receive adequate 
instruction and that they should be in the larger, well balanced type of 
hospital, and for this reason we appoint a Visitor, usually a member of the 
Council, to inspect and report on each new hospital applying for recog- 
nition and to revisit hospitals already recognized every ten years. 


Surgical instruction in the College itself has not been undertaken on a 
large scale up to now because we think that it should be practical and that 
it should be obtained in hospitals up and down the country. There are 
many candidates who feel that they would benefit from a refresher course 
before the examination and for some years we have interested ourselves 
in this field. Because of this growing demand we have appointed a 
Surgical Tutor to organize such courses and to take part in them, and 
because of the success of this venture we are considering the creation of a 
larger department in charge of a Director. Such a department is long 
overdue and the director would organize and take part in the courses, he 
would be a link between the College and overseas bodies sending post- 
graduates here for instruction and he would endeavour to place trainees in 
suitable registrar posts in this country so that the pattern and the quality 
of their experience should be complete and of as high a standard as 
possible. We hope that, in placing the students in registrar posts, he would 
be able to advise appointing committees and that to do so he would have as 
full a knowledge as possible of their record in their own countries. 


In addition to this we have in mind the appointment of a Professor who 
would concern himself with fundamental surgical problems and with 
research. He would be quite distinct from the Director, and he would be 
free from all the ties of teaching and of organizing courses. It would be 
very necessary for him to have some clinical attachment, but his main 
interest would be in the scientific aspects of surgery. 


There are lectures on surgical subjects going on all the year, given by 
acknowledged authorities such as the Hunterian Professors, but in 
addition we arrange lectures and practical instruction designed more 
specifically for the Feliowship candidate. Twice a year we organize two 
courses in surgery, each course being limited to 15 and lasting six weeks. 
The students attend various hospitals in London, each group of 15 going 
to different hospitals on different days. It is usually the large non- 
teaching hospital which is used and we find that they have a wealth of 
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clinical material and a staff which is only too keen to undertake this 
occasional teaching. In addition to the Surgical Tutor, we have four 
assistant tutors, so that at other times we can break the 30 students down 
into still smaller groups for informal discussions. In the College we also 
arrange a series of 24 lectures on surgical subjects and they are given by 
senior men, as a rule, on subjects in which they are particularly interested. 
The average attendance at these lectures is 85 and includes students taking 
the course and aitending the clinical conferences. 


We arrange a series of clinical conferences twice a year, again in the large 
non-teaching hospital, to which students outside the course can go. These 
conferences are 10 in number and a large number of clinical cases are 
demonstrated and discussed. Twenty-four students are accepted for 
the conferences and are divided into two groups of 12 each. 


It will be obvious from what I have said that all this teaching is in 
addition to the instruction which the students receive during their three- 
year period of appointments and is to be regarded as a final polishing or the 
filling in of gaps in the candidate’s knowledge. If he is successful the 
trainee should have a comprehensive knowledge of all branches of surgery, 
he should have assisted at most types of operation and he should have 
carried out many of the ordinary ones, either by himself or assisted by his 
chief. 


On an average 350-400 students sit for the Final Fellowship examination 
on each occasion. 


In the College we have accommodation for 87 resident students and 
there is an increasing demand for admission, particularly during the 
periods of the main courses. At the present time there is a waiting list 
of 120. 


When he has passed his Fellowship the trainee is suitable for greater 
responsibility and should be capable of undertaking the duties of a senior 
registrar. It is desirable that up to this stage he should not have started 
to specialize in any particular branch of surgery and that his experience 
should have been on as broad a base as possible. 


Every effort has been made to see that the Fellowship and the Master- 
ship in Surgery are not similar qualifications. In order to clarify the matter, 
some years ago a conference was held at the College with representatives of 
the universities. As a result the Mastership is awarded by most univer- 
sities on a thesis, with or without an examination, on a subject which the 
candidate has studied intensively for a period of about two years and on 
which he should have done some original research. 


It is a qualification which can best be taken while the trainee is a senior 
registrar, and it may be necessary for him to be seconded for a period from 
his clinical appointment to one of the departments of the basic sciences. 
From this it will be seen that it in no way replaces the Fellowship, it is not 
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to be regarded as indicating a fully trained surgeon, and it is the exception 
rather than the rule for a surgeon to possess such a qualification. 


2. Mr. Harold Edwards, C.B.E., M.S., F.R.C.S. (Chairman of the Royal 
College of Surgeons of England Committee on the Training of Surgeons) 


My agreed task is to tell you what may happen to the young surgeon 
after he has obtained the F.R.C.S., and to let you know how the Royal 
College of Surgeons uses its influence to foster his career; and what are its 
plans and aspirations for the future. 

The F.R.C.S. (England) was instituted in 1844 as a test of competence 
of teachers in anatomy and surgery. To-day the F.R.C.S. is an assessment 
by examination of a young man’s fitness to become a surgeon. It is the 
gateway into surgery in this country. Each year about 200 men, who have 
been qualified for three or four years, and who have reached the age of 
28-30, are admitted. This represents about 25 per cent. of those who sit 
for the examination, about two-thirds of whom come from countries 
overseas—countries mostly within the Commonwealth. 


I would not have you believe that the Council regards the examination 
as being perfectly suited to its task. Indeed, it is kept continually under 
review by the Court of Examiners—senior and established practitioners 
of surgery, appointed by the Council. 


No-one is likely to obtain a full consultant appointment to a hospital 
in general surgery or in any of the major branches unless he has passed the 
F.R.C.S. Thus, though, as Professor Chamberlain has told us, there is no 
mechanism or selection amongst recently qualified men to enter surgery, 
the Royal College of Surgeons can be said to determine the personnel— 
the future surgeons—and as these in turn determine the standard of 
surgery in this country, the College clearly shoulders a great responsibility. 


Although I am concerned primarily with my own College, perhaps I 
may be allowed to say that the same holds good for the sister Royal 
Colleges of Edinburgh, and in Ireland; and the Royal Faculty of Physicians 
and Surgeons of Glasgow. Having passed the F.R.C.S., the candidate 
hopes to secure an appointment as Senior Registrar in the National 
Health Service, or as Lecturer in a Professorial Unit in a University 
Hospital, with a status of Senior Registrar. The Senior Registrar 
appointment is for four years, with a possibility of extension, and is 
essentially a training appointment designed to equip the surgeon for a 
permanent appointment as a Consultant. The number of these posts is 
limited and bears relation to the surgical requirements of the National 
Health Service. There is thus keen competition for them. 


The objectives of the training of these young men are to enrich their 
clinical experience ; to encourage originality and independence of thought; 
to mature clinical wisdom; to foster critical judgment; and to perfect 
technical skill under the supervision and guidance of a master. 
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Much of this cannot be taught—an opinion with which, I surmise, all 
here present will agree. The sententious sayings that a surgeon “ is born 
not made *—* that he needs the eye of a hawk, the hand of a lady, and the 
courage of a lion ” are all very well in their way—but every surgeon is not 
destined to become a Moynihan, a Kocher or a Halsted, any more than 
every pianist a Paderewski, nor every painter a Picasso. We must keep a 
sense of proportion. The part that the Royal College of Surgeons en- 
deavours to play in this post-F.R.C.S. training is to use its influence to 
create circumstances and environment in which the selected man can best 
develop his talents. 


As I shall make it clear later on, the College has no prescriptive right 
to enforce a pattern of training after the F.R.C.S.; it can only advise—a 
self-imposed responsibility. 


In devising a pattern of training, we must realize at once that a pattern 
can often conflict with flexibility, and it is our opinion that rigidity should 
be studiously avoided. Allowance must be made for differences in 
temperament and interest and ability of trainees. This has become a 
somewhat difficult problem because in the circumstances of the National 
Health Service a “ ladder” pattern of promotion to consultant rank has 
developed, and to side-step from the ladder may put the aspirant to 
consultant status at risk. 


Let us consider some of the major points relating to training, and how 
we feel that they may be met, and are being met in varying degree in this 
country. 


Should training at this advanced stage be based on apprenticeship, or on 
rotation? Apprenticeship—a time-honoured method—has much to 
commend it. It has been said that the most important thing in the 
training of a surgeon is the selection not of the trainee but of the man who 
shall train him. Who would not welcome a long apprenticeship to a 
great master—a Watson Cheyne to a Lister? On the other hand, 
apprenticeship, especially if by direction and not choice, is fenced about 
by many disadvantages—it might stultify, tend to yield an unimaginative 
product, and cramp independence of thought and outlook. As far as I 
can judge, opinion to-day in this country appears to favour a plan of 
rotation, so that the trainee may have the benefit of enjoying association 
with more than one master—perhaps three or four. Techniques and 
interests become more and more specialized for each surgeon as he becomes 
older, and we think that the young surgeon should have a good grounding 
in most of the major branches of surgery. There are very few senior 
surgeons extant in this country who can truthfully be styled general 
surgeons. Nearly all have developed special interests—gastroenter- 
ology, thoracic surgery, urology, for examples. 


Both teaching (or university) hospitals and non-teaching hospitals 
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are available for training, and we feel that it is an advantage to the trainee 
to enjoy the experience of working in both types of institution. 


In a teaching hospital he benefits from the bias towards the academic. 
He has greater opportunities for group discussion; better facilities for 
study and research; and, very important to him, he takes part in the 
teaching of undergraduate students. 


In the non-teaching hospitals he will probably have a fuller experience 
of day-to-day surgery, and of surgical emergencies, with less supervision 
and perhaps a greater degree of clinical independence. He will familiarize 
himself with the type of work he may have to do as a consultant, and his 
worth becomes known to those who may later have a say in his selection 
as a consultant. It goes without saying that the non-teaching hospital 
posts should be approved by a professional body as being suited to the 
purpose, and we believe that the services of the Royal College in this 
respect are invaluable. 


What part should Research play in the training of a surgeon? Here isa 
matter for debate. Few people in this country would venture upon an 
ex cathedra statement about it. We are all aware that many magnificent 
surgeons—those to whom we would willingly entrust the lives of our 
loved ones—have never performed any laboratory work. We are all 
aware that many who have a flair and a passion for laboratory work may 
be indifferent clinicians. A happy marriage between the two aspects is 
the desideratum. 


The recorded view of the Council reads as follows: 


“* The part that Research should play in this training period is difficult both to deter- 
mine and to define. Whereas a period of laboratory research should by no means be 
regarded as an essential, it should at the same time, if thought appropriate, be regarded 
as an asset, and should count towards the training period. Facilities should be made 
available, however, tc all who are thought to have an aptitude for research, and are 
desirous of undertaking it. 

“ The weight given to such research in assessing a trainee’s qualifications for a 
consultant appointment should depend not so much on the papers produced, nor on 
the achievements of a positive result to any research project, but on the opportunity 
which such work offers for becoming familiar with the basic scientific principles and 
analysis and the applications of the experimental method to clinical and surgical 
problems.” 


The College has its own Animal Research Centre, which we call the 
Buckston Browne Farm. It is at Downe, a little Kentish village some 
15 miles from where we are now, and the farm is situated next door to 
Charles Darwin’s former residence—still preserved as it was during his 
lifetime. Since it was first opened in 1934, Researchers from all over 
the world have worked at the Farm—from the Commonwealth, from 
Europe and from the United States of America. 


Finally, no pattern should exclude the possibility of the young surgeon 
spending part of his training time at approved centres abroad. Indeed, it 
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is the view of the College that such action should be encouraged. Service 
for a period, particularly towards the latter part of the traineeship, in one 
of the less advanced countries can be of mutual benefit. 


He who elects to do the latter, however, is in danger of losing his place 
on the promotion ladder, and of not recovering it. This problem has 
yet to be solved. 


It is suggested, therefore, to generalize, that the four years or so should 
include posts at a teaching hospital, and posts at an approved non- 
teaching hospital, with time made available for study and attendance at 
meetings, and facilities provided for part-time research; and a period of 
full-time research at home or abroad, or the holding of a surgical post 
abroad, according to the individual’s inclinations, aptitude and 
opportunity. 


The major specialist associations are consulted by the College with 
regard to the training of future specialists. For example, there are the 
Joint Committees for Orthopaedic Training and for Plastic Surgery. All 
of them suggest a period of training in general surgery, varying in length 
with the particular specialty, before the future surgeon devotes his whole 
interest and energy to the specialty of his choice. 


If these ideas are accepted, then implementation must depend upon the 
framework of the hospital service of the country concerned. Here in the 
United Kingdom, as you all are aware, we have a National Health Service, 
and the State is the employer. It is the State who determines the number 
of Senior Surgical Registrar trainee posts. It is the State who has the 
inalienable right to dictate the length and pattern of training. When a 
trainee obtains a permanent hospital appointment he is said to have 
acquired consultant status. It is the State which has the exclusive right 
to define what is meant by this term. The College has no prescriptive 
rights in the matter. 


How then can the College exert its influence during this advanced 
training period? It does so by entering into a kind of academic partner- 
ship with the medical representation of the Ministry of Health. There has 
always been this partnership without legal basis or written constitutions 
between the College and the State, ever since our Royal Charter was 
granted in 1800 The State recognizes its responsibility to the nation to 
create and maintain a high standard of surgery; we think that the State 
recognizes that this can only be achieved by the adequate training of 
properly selected young men: we have reason to believe the State recog- 
nizes that the College is the best equipped institution to advise on the 
pattern of surgical training. 


Of course, all is not plain sailing here. Though there is little or no 
conflict in principle, there may be local and regional difficulties in imple- 
menting the pattern; there may be sincere differences of opinion in regional 
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areas, for the Universities may have ideas which conflict with our own; 
and the method of approval of non-teaching hospitals may cause problems. 


Eighteen months ago the Council of the College appointed a Committee 
on the Training of Surgeons. This Committee meets regularly and makes 
recommendations to Council. As a result of such recommendations, 
Council regards with favour the creation of a new appointment—that of 
Director of or Adviser on Surgical Training; and a Standing Committee 
composed of a Senior Fellow from each of the fifteen administrative 
Regions into which the Hospital Service is divided, and which will include 
a representative of all the major specialties, and a medical representative 
from the Ministry as an observer. By these instruments it is hoped to 
keep the matter under constant review, and to enable the Royal College 
to maintain and increase its influence upon surgeon training, and, in- 
directly thereby, upon National surgical standards. 


The dinner of the International Federation was held in the Edward 
Lumley Hall of the Royal College of Surgeons on Wednesday, 19th 
October, with the President, Sir Harry Platt, in the Chair, and a company 
of representatives of the World Health Organization, the League of Red 
Cross Societies, the Ministry of Health and the British Council. 


The health of the Federation was proposed by the Rt. Hon. Enoch 
Powell, M.B.E., M.P., Minister of Health, who referred to the eagerness 
with which membership had been taken up by the national surgical 
institutions of so many countries—an obvious justification of the initiative 
shown in forming it. He hailed it as both a human and a working 
Federation, commenting on the importance of the subjects being studied 
by the Working Parties. He spoke of the English reverence for institu- 
tions, paradoxical in their long life, encrusted tradition, and progressive 
outlook, particularly in research, and he praised their independence of 
thought which the State delighted to foster. He felt that what was true 
of British institutions must apply just as much to the Federation’s mem- 
bers in other countries. He looked forward to the growth of the Federa- 
tion until it should embrace all surgical Colleges, and he brought the 
greetings and good wishes of Her Majesty’s Government. 


Sir Harry Platt in reply thanked the Minister for his very encouraging 
speech, and welcomed the guests, both official and personal. He traced 
the origin of the Federation from unofficial conversations in Chicago five 
years ago, through its formal inauguration in Stockholm to the present 
day, and declared its ambition to become the Senatus of International 
Surgery. 


After dinner the International Federation was honoured by the con- 
ferment of the Honorary Fellowship of the Royal College of Surgeons of 
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England on two of its most prominent representatives—Professor E. 
Dahl-Iversen of Copenhagen and Professor J. F. Nuboer of Utrecht. 
The citation in honour of Professor Dahl-Iversen was given by Professor 
lan Aird and that for Professor Nuboer by Professor Digby Chamberlain, 
and the formal admission was made by the President, Sir Arthur Porritt, 
in the traditional style of the Royal College, all the Members of the 
Council and Honorary Fellows present being attired in their robes of 
office. 


After this ceremony the Assistant Librarian of the College, Mr. E. H. 
Cornelius, M.A., gave a talk on the Library of the Royal College of 
Surgeons of England, which was open for inspection. The Library covers 
the literature of surgery with its basic sciences and special branches. It 
provides a wide range of modern textbooks and monographs suitable for 
the postgraduate student. 


All important recent British books on surgery, anatomy, physiology 
with biochemistry, and surgical pathology are made available in the 
reading room as soon as possible after their publication. The collection 
of books on anaesthesia and dental surgery has been much increased, and 
there are large collections on ophthalmology, otology, orthopaedic 
surgery, and cancer research. Representative works are provided in other 
subjects, which are not fully covered. Many books by American authors 
are available and foreign work is well represented among the five hundred 
periodicals regularly filed. 


The principal books and periodicals of recent years are available on 
open shelves for direct use by students, and the retrospective collection, 
which is one of the best in its special fields, is freely available to students 
who wish to consult the older books. 


THURSDAY, 20th OCTOBER, 1960 


In the morning, short communications on new research work were 
contributed by the Surgical Colleges in the British Isles, in the Cuthbert 
Wallace Room. The following are summaries, as submitted before the 
meeting, of some of the communications: 


STUDIES OF INTESTINAL MOTILITY AND THEIR SIGNIFICANCE IN 
POST-OPERATIVE MANAGEMENT 
by 
H. F. Dudley, Ch.M., F.R.C.S.Ed. 

Royal College of Surgeons of Edinburgh 
The management of abdominal operations has rested in the past on rules of thumb— 
there is a dearth of facts to guide the surgeon in the resumption of oral intake. Studies 
of abdominal auscultation and of intestinal motility after operation will be described 


and their provisional significance for the use of standard methods of management 
discussed. 
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RESUME OF PAPER ON PELVIC HERNIAE 


by 
Z. A. Pisko Dubienski 
Royal College of Surgeons in Ireland 

This paper was stimulated by Bouisson’s, Champenois’ and Morestin’s descriptions 
of a number of anatomical structures at the close of the last century and revived some 
20 years ago by Lazorthes and Ollé. These structures, the Arcade of Bouisson, the 
Champenois’ Band and the Arcade of the Gluteus Medius are avoided by ordinary 
textbooks on anatomy, but bear direct relation to the discussion on pelvic herniae. 

The outcome of the subsequent anatomical enquiry is a paper that proposes a revision 
of some old-established concepts regarding pathways of these protrusions. It leads to 
suggested alteration of present-day classification of pelvic herniae and to the introduction 
of the pelvic hiatus herniae. 

Pelvic hiatus herniae effect their escape through the Hiatus of Schwalbe and then 
continue either through the suprategmental space into the ischio-rectal fossa, or turn 
laterally through the lesser sciatic foramen and are then called sciatic herniae. 


IMMUNOLOGICAL ASPECTS OF BONE GRAFTING 


by 
J. Chalmers, F.R.C.S. 
Royal College of Surgeons of Edinburgh 

Bone homografts have been used with successful clinical results for many years. 

Evidence is presented which demonstrates that in certain experimental situations it is 
possible to detect differences in behaviour between bone autografts and bone homografts. 

Further experiments are described which show that bone homografts evoke the same 
immune response that causes the failure of other tissues homografts. Even foetal 
bone homografts are incapable of continued growth and survival. 

The usefulness of a bone graft must therefore depend on other properties than 
viability and the importance of some of these factors is discussed. 


PITUITARY IMPLANTATION AND ITS EFFECTS 


by 
A. P. M. Forrest, Ch.M., F.R.C.S., F.R.C.S.Ed. 


Royal Faculty of Physicians and Surgeons of Glasgow 


The implantation of radioactive Yttrium-90 rods into the pituitary fossa by the 
transnasal route is easily accomplished with minimal upset to the patient, but if the 
pituitary gland is to be destroyed completely without complication, the rods must be 
placed precisely so that one lies in the centre of each half of the gland. It is difficult to 
place rods of Yttrium-90 with such accuracy, but if they are incorporated in a stainless 
steel screw-threaded base, which grips the anterior wall of the sella so that the active rod 
projects into the gland, insertion in optimum position is consistently achieved. 

Experiences based on the treatment of 150 patients with advanced breast cancer will 
be discussed. 

THE DETERMINATION OF THE RESPONSE OF TUMOURS TO 
THERAPEUTIC RADIATION USING RADIO-ACTIVE PHOSPHORUS 
by 
Patrick A. Browne, M.B. 
Royal College of Surgeons in Ireland 

The half life of radioactive phosphorus (P32) in tumours undergoing therapeutic 
radiation was estimated by external counting. The half life of P32 appeared to give a 
good indication of the eventual response of the tumour to radiation therapy, and did 
not always agree with the early clinical assessment. The histological response to 
therapeutic radiation has been described by Glucksmann and Spear, and the meta- 
bolism of phosphorus in tumours treated by radiation has been described by Marshak. 


Both these studies provide a basis for the interpretation of the phosphorus half-life. 
The significance of the results is discussed. 
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AORTOGRAPHY AND RENAL ANGIOGRAPHY 
by 
W. Barr Stirling, Ch.M., F.R.C.S.Ed., F.R.F.P.S. 
Glasgow Royal Infirmary 


Aortography is valuable in the investigation of many surgical problems and if 
properly performed is not unjustifiably hazardous. The three radiographic phrases— 
arteriogram, nephrogram and uregram—provide important information in the diagnosis 
and management of many renal diseases; e.g. distinction between simple cyst and 
parenchymal tumour, the abnormal vasculature in congenital renal anomalies, etc. 


Hydronephrosis 

Angiography will (a) demonstrate accessory or aberrant arteries and the areas supplied 
by them; (4) indicate actual and potential function of the kidneys by the degree of 
vascularity. The film shows accessory arteries, recovery in apparent non-function and 
revascularization after plastic repair. 


Renal hypertension 

Angiography is essential in the investigation of suspected unilateral renal lesions. 
Whatever the mechanism, ischaemia of renal tissue is an important factor. This may 
follow an obliterative vascular process within the kidney from infection, etc., or from 
renal artery stenosis and both types can be visualized as shown. 


Adrenal lesions 
The pre-operative radiographic diagnosis and localization of such conditions can be 
obtained by this method. 


THE USE OF ORALLY ADMINISTERED CALCIUM-COMPLEXING AGENTS 
IN THE EXPERIMENTAL CONTROL OF URINARY CALCULI 
by 
B. Nolan, F.R.C.S.Ed. 
Royal Infirmary, Edinburgh 


The precipitation of the calcium salts which form calculi is prevented in normal 
urine by the presence of substances which form soluble complexes with calcium ions. 
Various chemical substances exist which have a similar action. At least one of these, 
polysodium metaphosphate, is capable of inhibiting urinary calculus formation in the 
rat when administered orally. Part of the action is a non-specific one due to its diuretic 
and acidifying effects, but it appears that about 5 per cent. of substance is excreted in the 
urine in an active form. Prolonged administration of this substance had no effect on 
mortality, growth or reproduction in the rat, but produced slight local calcification in 
the renal parenchyma. 


In the afternoon an open discussion on the Training of Surgeons took 
place in the Edward Lumley Hall, under the Chairmanship of Sir Harry 
Platt, Bt. 


The following is a summary of the discussion: 


Sir Harry Platt introduced the discussion by reminding the meeting that 
Professor Digby Chamberlain and Mr. Harold Edwards had the day before 
given an account of the education of the surgeon as carried out in the 
Royal College of Surgeons. They had also spoken about the influence of 
the College in the period of higher training which followed the passing of 
the final F.R.C.S. examination. The Working Party had reported to the 
International Federation’s Council the result of a preliminary enquiry into 
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the education and training of surgeons in other countries, and had received 
special memoranda from Professor Lortat-Jacob and Professor Linder on 
the systems in France and Germany. Professor Linder was asked to open 
the discussion. 


Germany 


Professor Linder (Professor of Surgery in the Free University of West 
Berlin) said that the German system in some ways resembled the systems in 
Switzerland and Austria. A German student matriculated at 19 years and 
then entered a University, where he spent six years. An examination was 
then held by the State, conducted by the Faculty members. Later the 
degree of M.D. was awarded after a proficiency test including a thesis and 
an oral examination in three different subjects. An academic degree, 
awarded by the University, in surgery, was an absolute condition for the 
privilege of academic teaching, and candidates were submitted to a strict 
selection. Requirements were the publication of at least 6-10 scientific 
papers, the acceptance of a special thesis, a scientific disputation before the 
Faculty and an inauguration lecture to the students. After six years of 
lecturing, the title of Professor might be awarded by the State on the 
request of the Faculty, but this did not necessarily mean a Chair with 
charge of a University Department; there were only 22 University Chairs 
in West Germany at the present time. 


The training of the surgeon began with an interneship of two years. 
For official recognitipn as a specialist in Surgery, there must be five years’ 
surgical training at accredited hospitals—i.e. teaching hospitals. To-day, 
some training could be taken at larger non-teaching hospitals. The title 
of specialist in Surgery was given by the Chamber of Physicians after per- 
sonal application. A special Board examination was not held. The 
adjudicating committee based its decision upon letters of recommendation 
in which the Chiefs reported on the professional ethics and surgical 
proficiency of the applicant, and a list of the surgical procedures performed 
by the applicant had to be submitted in addition. In doubtful cases the 
Board could demand a further probationary period at a University hospital 
or another reputable clinic. With the exception of this strictly defined 
time schedule, there were no precise regulations for surgical training in 
Germany. Membership of the German Association of Surgeons was 
granted without further examination; the applicant had to submit letters 
from three sponsors. The advantages of a voluntary examination were 
being discussed at the present time since this would make the selection of 
hospital chiefs dependent on academic standards. The majority of 
appointments were made by non-medical committees who could be 
influenced by political and religious motives. 


The young surgical aspirant endeavoured first to get a full training 
in surgery at a University hospital or an accredited hospital. In previous 
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years training in pathology and anatomy was considered a prerequisite 
for a surgical career. As a result of a change in outlook, basic training in 
internal medicine, physiology, pharmacology, or even bacteriology was 
now preferred and this could be obtained in one of the five years. A 
surgical assistant serving in a general hospital with an average of 200 
surgical beds rotated through the various wards or subdivisions. After a 
successful trial period he was appointed for 2-6 years as a resident or 
sometimes even for a life-time as an associate. About 30 per cent. of the 
training was spent in the management of injuries and fractures, as by 
long tradition traumatology remained part of the basic surgical training. 
The German orthopaedic surgeons had been primarily concerned with the 
treatment of chronic conditions. But in some large centres a change is 
being considered. Although the administration of anaesthesia is carried 
out mainly by specialists, it is believed that surgical assistants should spend 
at least three months in this field, and here not only the basic principles of 
anaesthesia but also oxygen therapy, resuscitation and blood banking 
should be taught. Thereafter the other fields of surgery were studied by 
the young surgeon rotating through the various wards, and in the out- 
patient departments. In most hospitals, abdominal, paediatric and plastic 
surgery, as well as urology, were still within the field of general surgery. 
Neurosurgery, without exception, was a separate specialty, and urological 
departments were developing in some larger city hospitals and university 
hospitals. Pulmonary surgery was practised in larger hospitals only, 
where it was mostly considered to be part of general surgery. But in some 
tuberculosis sanatoria this type of surgery (as also in Switzerland) was 
carried out by chest physicians who used to perform thoracoplasties and 
who had now acquired, in exceptional instances, the knowledge and skill 
for resections of the lung. Cardiac surgery was exclusively confined to the 
University or large municipal hospitals. Experimental surgery was 
thought to be of great importance in the academic training of the younger 
generation. It should be used in attacking scientific problems and not 
merely as an opportunity for developing technical skill. Further improve- 
ment of the theoretical and practical knowledge during the whole period 
of training could be achieved by various means: (1) The study of medical 
literature; (2) regular grand rounds conducted by the chief or associates 
with discussion of special problems; (3) attendance at post-mortem 
examinations in the department of pathology, and at weekly demon- 
strations held by the pathologist; (4) clinical conferences in co-operation 
with other specialists (chest physicians, cardiologists, bacteriologists) 
presenting problem cases; and, in addition to this, X-ray conferences were 
important in developing diagnostic skill; (5) follow-up of patients after 
radical mastectomy, gastrectomy, thyroidectomy, pulmonary resection 
and so on; (6) participation in congresses and exchange programmes with 
other hospitals or universities in the same or in other countries offered 
excellent opportunities for the advanced surgeon studying special prob- 
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lems. It was in this direction that we all looked forward to the further 
development of the International Federation. 


In closing, Professor Linder felt sure that discussion of this topic on an 
international basis would also serve as a catalyser elsewhere, and make 
for the improvement of general surgical standards. The President of the 
German Surgical Society had recently suggested that he will set up a 
special national committee on surgical training. 


Professor Digby Chamberlain asked what was the basis of the original 
selection of the individual considered to be suitable for surgical training? 
Professor Linder said that this had two aspects—first the undergraduate 
student; there was no means of rejecting a person, but he could be tested. 
A surgical aspirant was generally selected by reason of his physique—if he 
could really stand up to the work of a resident, he was fit to become a 
surgeon! There were no psychology tests. It was better to give a man an 
appointment for two years (interneship) and then see how he turned out. 


Professor Aird enquired about the economics of training in Germany. 
How did the young specialist in training get along financially as compared 
with his contemporary in general practice? Could he get married? 
Professor Linder said: “* Yes, he can get married; he now gets a substan- 
tial salary as compared with the remuneration before the war (many 
unpaid). The resident’s salary is now about 1,000 marks to 1,200 marks, 
and he can get on fairly well on this money.” There was no member of 
Professor Linder’s department who did not drive his own car! In answer 
to the question how long was the training for an anaesthetist, Professor 
Linder replied that the period was three years, with one year of surgical 
training. Professor Morelle (Louvain) asked what difficulties arose from 
the fact that some of the younger surgeons could remain as residents or 
assistants for long periods. Professor Linder said that in West Germany 
there was a shortage now of young surgeons, and so one-third of all 
positions were given for unlimited periods. This meant of course that 
no one could get rid of them; and although at the present time these people 
were all young, in about twenty years’ time it might be that a chief will be 
younger than one of his assistants. Professor Basu asked whether the 
appointment of surgeons to hospitals was entirely on the recommendation 
of the sponsors and the chiefs for whom the applicant had worked. Were 
there no other criteria? Professor Linder said that he had answered this 
already by saying that the German Surgical Society was planning a 
surgical examination. In regard to the prospects of visiting surgical 
posts at non-university hospitals, he said that there were no places for 
surgeons with a few beds each—except in the private hospitals. The 
system included municipal hospitals; district hospitals; church hospitals; 
and university hospitals; and a few private hospitals. In many small 
hospitals where no rotation was possible only one year’s training was 
recognized. Of the five years required for training, one year could be 
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spent in any of the sciences. But in the universities the men who wanted 
to get into academic life worked for three or four years in other disciplines. 


France 


Professor Monsaingeon gave a short and precise picture of the traditional 
scheme of training in Paris, followed by an account of the reforms in the 
pattern of the training now being prepared. 


1. In the old scheme, the Faculty of Medicine was responsible for the 
education of the undergraduate. 


2. The surgeon was trained at teaching and non-teaching hospitals. 


After qualification the young doctor became an interne in hospital for 
two years. From these internes, surgical trainees were selected on a 
competitive basis by examination. The period of surgical training lasted 
for not less than four years. This selection was made in the teaching 
hospitals. After completing training the young surgeon became an 
assistant, and finally a chief of surgery. At all these stages there were 
competitive examinations. This meant that there was no outside pressure 
in the selection of surgical staff appointments. In the past there had been 
no direct connection between Faculty and hospital. As the teaching 
hospitals were mostly in the cities exchanges had been possible between 
the hospitals of one city. But there had been no chance of a surgeon going 
from a hospital group in one city to a comparable hospital in another city. 
These barriers were now to be broken down. A new system was evolving 
under the leadership of Professor Debré, whose son at the moment was 
Prime Minister. In the new pattern the teaching hospitals will be directly 
connected with the University—in fact they will become university 
hospitals, with high academic standards. It will be necessary to build 
many new hospitals and to have some private beds in these hospitals. 
The surgical chiefs will then be on a geographical full-time basis. This 
change will take some 20 or 30 years to complete. There was opposition 
to the idea of modifying the competitive system based on examinations 
at all stages. 


In answer to questions, Professor Monsaingeon said that future general 
practitioners spent three to five years in hospital training. A man who had 
worked exclusively in a small non-teaching hospital stood little or no 
chance of becoming a practising surgeon, and that there are 40 surgical 
services in Paris at 17 teaching hospitals. 


World Health Organization 


Dr. E. Grzegorgewski said that he spoke as the Director of Education 
and Training in the W.H.O., and was particularly gratified that the young 
but important Federation had started by defining the aims and methods 
of education in surgery. W.H.O. had in fact encouraged all specialist 
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federations to do similar work. This had happened with great success in 
paediatrics and is now going on in gynaecology and in other fields. 
W.H.O. now had over 100 member countries, but in many of them the 
number and quality of medical services, including those in surgery, were 
insufficient. There were at this moment hundreds of thousands of people 
in need of surgical help which they could not get. Many of those coun- 
tries were faced with a number of patterns and systems which had 
developed in different countries to whom they had looked for guidance. 
In most instances, until now, specialists in one country did not know of 
the system of training of specialists and general medical education in other 
countries. Thus small groups of persons interested in the promotion of 
health and specialized services in the “ new ”’ countries saw three, four, 
five, six, seven, or eight different patterns and they could not know which 
one was the best. It was hoped that through the efforts of the International 
Federation this confusion would be remedied in the future, at least in the 
field of surgery. The more mutual understanding and information and 
advice based on wide knowledge of the different patterns, the better advice 
will those countries receive. 


Finally, there was one gap yet to be filled. In many so-called under- 
developed countries there are specialists trained in the advanced countries 
whose knowledge and skills are at a very high level. But their efforts are 
handicapped by the lack of the auxiliary services of medicine and surgery. 
Nowadays a surgeon cannot function by himself; he needs numerous 
collateral services—anaesthetists, nurses, physiotherapists, radiographers, 
etc. This was a problem to which an appropriate committee of the 
I.F.S.C. might give some attention. The young surgeons who come for 
training in advanced surgical techniques should be given instruction in the 
organization of those auxiliary services without which much of his skill 
would be wasted. In this Dr. Grzegorgewski was supported by Mr. 
Osmond-Clarke, who had had personal experience of such deficiencies in 
less developed countries. Sir Harry Platt said that Dr. Grzegorgewski’s 
recommendations would be put before the Working Party on the education 
and training of a surgeon, which is to continue its enquiries. 


Mr. Denis Browne deplored the compartmentation of surgical education 
and training and its dependence on the examination syllabuses. He gave 
examples of errors perpetuated in successive editions of text-books. 
Young men should be taught to think, and knowledge should be tested 
from time to time on Baconian principles. 


United States of America 


Professor Ravdin said that the system in the U.S.A. was a simple 
system. In order to gain entrance into a medical school the student had 
to complete four years of College education, which included basic science 
studies. Then followed four years in a medical school. At the end of 


298 


x 
* 
7 
t 
s 
: 


THE TRAINING OF SURGEONS 


the fourth year of training the graduate was eligible to apply for an 
interneship. The best of the interneships in the United States were 
awarded on a national system—the so-called “* matching” system. The 
graduate applied to a particular hospital; he might not get his first choice, 
but usually would get his second or third choice. At the present time the 
interneships were for a period of one year. This was due to the fact that 
every young graduate must give a period of two years in one form or 
another to military service. If not directly to the Army, the Navy, or the 
Air Force, he must give it to the Public Health Service, in the departments 
of health education and welfare. 


A few months after having begun an interneship the young man begins 
to apply for residency training in that field of medicine in which he has a 
particular interest. It might be in surgery or in one of its specialties 
in hospitals recognized for the whole or part of the training programme. 
A four-year period of training in surgery was required before the candidate 
could sit for the examination of the Board for general surgery. Although 
the minimum period of training in general surgery was four years in a single 
institution, it did not preclude certain institutions such as the Mayo Clinic 
giving five or six years of training. A candidate was eligible after he had 
had three years of residency in an institution which gave increasing 
opportunity and increasing responsibility with each year of training, 
followed by two more years of preceptorship under a man who qualified 
by the American Board of Surgery. These regulations were very much 
the same for the Fellowship of the American College of Surgeons, except 
for one thing—the American Board of Surgeons qualified an individual 
for the training which he had had. The American College of Surgeons 
on the other hand awarded the Fellowship to a surgeon who had proved 
himself to be a capable and ethical surgeon. In the surgical specialties 
the Boards had demanded a variable period of training in general surgery, 
one to three years, with one exception—the American Board of 
Gynaecology and Obstetrics. This Board did not insist on general 
surgical training; consequently the gynaecologist was liable to be con- 
fronted by conditions in the pelvis which he could not tackle with skill 
and confidence. The Board of Plastic Surgery required a certification 
first by the Board of General Surgery. The problem was to find a 
sufficient number of centres where young men going into the surgical 
specialties could also take adequate training in general surgery. 


Switzerland 


Professor Fehr said that the difference between the Swiss and German 
systems was slight. There was the free competition as in Germany—the 
young student after his examination chose his post. As a prospective 
specialist in surgery he might do one or two years in pathology or physi- 
ology and then go for one year to a clinic in internal medicine. After that 
he started on his programme for specialization in surgery. In general, the 
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status of surgeon was conferred by the Swiss Medical Federation after five 
years of training, but most of the young surgeons will have had training 
for six, eight, ten, or even more years. There were no examinations as in 
Germany; the Swiss did not like the examination system! They felt that 
free competition and the good sense of the public would distinguish the 
good from the bad surgeon. The posts of surgeons-in-chief at the hospitals 
were made by a lay committee of seven people on behalf of the State. 


Holland 


Professor J. F. Nuboer (Utrecht) said that in Holland the system was 
much the same as in Germany. A young doctor qualified by his University 
could do everything he liked; he could even do surgery. But public 
opinion and the insurance system had made it clear that people expected 
to be operated on by trained surgeons only. So since 1932 the Royal 
Society of Medicine had set up a register of qualified specialists. The 
Dutch Surgical Society had founded a Council which supervises the whole 
teaching of surgery, and advises the Royal Society in accepting people for 
registration. For general surgery the training was six years in recognized 
hospitals—it was not the hospital which was accepted for training, but 
the Chief of Surgery himself, provided his hospital had all the facilities. 
There were no examinations; most of the assistants came into the hospital 
for two years, during which time they showed their fitness to be trained in 
surgery. Other specialties, for example plastic surgery, urology, orthopaedic 
surgery, had a basic training of three years in general surgery and then two 
to three years in the specialty. The neurosurgeons began with the same 
preliminary general training, and as in other countries the gynaecologists 
were less surgically minded than the other specialties. 


Austria (Professor Kyrle) 


In Austria to-day it was difficult to find enough young surgeons. There 
were hospitals in the country towns where the Chief Surgeon had to work 
alone or with one assistant only, and many could not take a holiday fu, a 
year or sometimes two years. In the large hospitals in Vienna, for 
instance, it was not easy to find assistants, and since Ist October every body 
who worked as a surgical assistant in hospital could now do private 
practice. It would be premature to create obstacles to a surgical career by 
introducing examinations at the present time. 


India (Professor Basu) 


To-day in India there were about 55 medical schools—an increase of 
100 per cent. in the last fifteen years. This had created a number of 
problems in staffing of the hospitals. The general pattern of medical 
education and teaching in India followed the system existing in Great 
Britain—i.e. an undergraduate period of five years followed by a pre- 
registration interneship. The surgical aspirant usually spent about two 
years as a house-surgeon, first as junior and then as senior, and after 
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another year or eighteen months as a registrar before he sat for the 
examinations for a postgraduate degree in surgery—Master of Surgery. 
For a Mastership degree in an Indian university, the candidate had to 
present a thesis based on a study of some particular problem. In the 
specialties, for example neurosurgery, thoracic surgery, or orthopaedic 
surgery, centres have developed in a number of teaching hospitals, 
particularly in the long-established hospitals in Madras, Bombay, Calcutta 
and elsewhere. In the last few years two postgraduate medical institutions 
had developed, one of them in Calcutta, to which Professor Basu was 
attached, and another in New Delhi. A third was contemplated in 
Amritsar (Punjab). In the last two or three years some Universities 
such as Madras had decided to award the M.S. in the major specialties. 
At the present time India was producing about 4,000 doctors each year, 
of whom about one-quarter would choose a career in surgery. One-third 
of these will take the M.S. degree; many of them will come either to London 
or Edinburgh for the Fellowship, and others will go to the United States 
for postgraduate training in surgery. The Association of Surgeons of 
India in the last few years had discussed the creation of a Fellowship 
diploma which would be universal. A special committee was considering 
this question now, and hoped that recognition by the Government would 
be granted. There were special difficulties in regard to the equal distribu- 
tion of surgeons and specialists. An attempt was being made to solve 
this problem by giving increasing emoluments to specialists in district 
hospitals. 


Sweden 


Dr. Schuberth said that conditions differed from those in most other 
countries. After an interneship, a period of five years’ residency is neces- 
sary for the granting of surgical specialist status. Many must stay more 
than the five years, perhaps three years more. After that he could become 
associate surgeon in a hospital and when about 45 years old he might be 
promoted to chief. It was easier for university staffs to get positions as 
chief, but it was possible for others. In Sweden it was impossible to 
engage in private surgical practice exclusively. All surgery was done in 
State hospitals. 


Norway 


Professor Semb said that in Norway a comprehensive training in prac- 
tical surgery was necessary and discussions were now being held as to how 
much education was required in the basic sciences. He emphasized that 
a wide training in general surgery was essential in all the surgical specialties. 

Professor Digby Chamberlain in closing the discussion said that there 
were perhaps no great differences between the systems in the various 
countries represented by the previous speakers. What was different 
in Great Britain was that the Royal College of Surgeons of England both 
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gave instruction and held examinations. He reminded the meeting that the 
English Fellowship was not the hallmark of a completely trained surgeon; 
it was the ** Gateway ” to higher training in surgery. In all countries it was 
agreed that a period of instruction and practical experience was essential 
before a man was allowed to take responsibility on his own. 


The Federation was then honoured by a visit by His Royal Highness 
Prince Philip, Duke of Edinburgh. The Duke was welcomed by the 
President of the Royal College of Surgeons of England, and by the 
President of the International Federation. He took tea with the members 
of the Federation’s Council, and in conversation showed a lively interest 
in the medical affairs of their different countries. 


After the departure of His Royal Highness the President and Council 
entered the Edward Lumley Hall in robed procession behind the Mace 
of the College. Professor J. F. Nuboer then delivered the Moynihan 
Lecture on “ Recurrent peptic ulcer after gastrectomy”. The Moynihan 
Lecture is named after Lord Moynihan of Leeds, President of the Royal 
College of Surgeons of England from 1926 to 1932, who in 1936 bequeathed 
a legacy for the foundation of the Lectureship, to be awarded at the dis- 
cretion of the President. It is customary for the Lecture to be given by 
a distinguished foreign surgeon. 


At the conclusion of the Lecture, the London Meeting of the Inter- 
national Federation of Surgical Colleges was declared Closed. 


ANNUAL MEETING OF FELLOWS AND MEMBERS 
Sheffield, 1961 


THE NEXT ANNUAL MEETING of Fellows and Members will be held in 
Sheffield on Friday and Saturday, 24th and 25th November 1961. The 
preliminary programme is as follows: 


Friday, 24th November 
Subscription Dinner for Fellows and Members. 


Saturday, 25th November 
Morning: Scientific Exhibits and Films. 
Afternoon: Annual Meeting of Fellows and Members. 
The Arthur Hall Lecture. 


All Fellows and Members are cordially invited to attend this meeting. 
Readers of the Annals are asked to bring it to the attention of Fellows and 
Members, particularly those in the Sheffield area. Further announce- 
ments about the meeting will be made in future issues of the Annals. 
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RECURRENT ULCERATION AFTER SURGICAL TREATMENT OF 
GASTRO-DUODENAL PEPTIC ULCER 


Moynihan Lecture delivered at the Royal College of Surgeons of England 
on 
20th October 1960 
by 
J. F. Nuboer, M.D., Hon. F.R.C.S., Hon. F.A.C.S. 
Professor of Surgery, University of Utrecht 


IT Is A great compliment indeed to have been invited to deliver the Moyni- 
han Lecture in this College. 1 am deeply conscious of this honour, which 
I value as being conferred upon Dutch surgery. 


Since the name of Moynihan is attached to this lecture, my thoughts 
have gone out to this great British surgeon, in whose memory this lecture 
was instituted. Considering Lord Moynihan’s contributions to the 
advancement of the art and science of surgery, we find that they have been 
more than can be summarized in a relatively brief address. But above 
all, his name has become known throughout the world for his exhaustive 
work in the field of the surgical treatment of duodenal ulcer. He was the 
first in Britain, and the fourth in the world, to operate on a chronic 
duodenal ulcer; and he was the first to deal with an anastomotic ulcer 
following gastro-jejunostomy. I have, therefore, decided that I could 
best honour his name by presenting a review of my experience in the 
treatment of recurrent ulceration after surgical treatment of gastro- 


duodenal peptic ulcer. 


I have chosen this subject although I am aware that, on 8th May 
1958 this College heard an address delivered by W. W. Davey on the same 
subject (Davey, 1959). However, whereas he chiefly considered the 
diagnostic problems, it is mainly with the problems of surgical treatment 
that I intend to deal. 


A great many recurrent ulcers have been treated in the Utrecht University 
Surgical Department. A series of 200 consecutive cases has been selected 
from this material to constitute the basis of this study. This restriction 
has the advantage of permitting us to work with round figures; the time 
of treatment of these cases, moreover, lies sufficiently far in the past to 
warrant at least preliminary definite conclusions as to the results obtained. 


Although the first gastric resection for benign pyloric stenosis appears 
to have been performed by the Dutchman Van Kleef, shortly after 
Billroth’s first pyloric resection in 1881, Dutch surgeons have initially 
confined themselves to gastro-jejunostomy in the surgical treatment of this 
condition. As long as this operation was carried out for benign pyloric 
stenosis—was confined to this complication of ulcerative conditions—its 
results were generally excellent. The process, which had troubled the 
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patient for years, had healed or was healing; the gastric juice had lost its 
high acidity, and in many cases there was even achlorhydria as a result of 
atrophy of the gastric mucosa. Initially, therefore, peptic ulcerations in 
the vicinity of the anastomosis were not or hardly ever seen. 


It was not until gastro-jejunostomy was employed with curative inten- 
tions in cases of florid ulcer that recurrent ulcerations were more frequently 
observed. Berg was the first, in 1898, to describe a jejunal peptic ulcer; 
he was followed by Braun in 1899. Recurrent ulceration has since 
become one of the major problems in any form of surgical treatment of 
peptic ulcer; it is also the most convincing proof of failure of a treatment 
which, after all, was intended to cause healing of the ulcer or to remove it, 
and to prevent new ulceration. 


It is not my intention to discuss here the pathogenesis of peptic ulcer 
in general, and that of anastomotic ulcers in particular. In this field we 
are still largely at a loss. We surgeons regard it as an established fact 
that the peptic action of gastric juice is one of the most important, if not 
the most important, factor which maintains ulceration. Peptic ulcers, 
after all, are only found at sites where gastric juice can exert its influence 
on the tissues. Surgical therapy to-day, therefore, always aims at reduction 
of the acidity and the peptic characteristics of the gastric juice. 


A survey of our series of cases of recurrent ulceration shows that 
preceding operations in this series include virtually every method of 
surgical treatment that has been employed for gastro-duodenal ulcer 


(Tables I and II). 
TABLE I 


Gastro-enterostomy 
Billroth I 
Billroth II 
Vagotomy 


TOTAL 


TABLE Il 
Thirty-four patients had previously undergone two or several operations 
Condition found 
Billroth I +’gastro-enterostomy 
BillrothIl .. 
Billroth'Il + vagotomy 
TOTAL 


These cases were divided into Billroth I and Billroth II groups. 


The gastro-jejunostomy group 

In the Netherlands, as in Britain, gastro-jejunostomy has long been the 
therapy most widely used in many centres. * In the Utrecht University 
Surgical Department, too, it was only after 1937 that a gradual trend in 
favour of gastrectomy occurred. And this is the chief cause of the 
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relatively large number of recurrent ulcers seen following gastro-jejunos- 
tomy; our series of 200 cases includes 39 instances of this kind. 


Of the entire series, the gastro-jejunostomy group is the one least 
important to us. For to-day we know that gastro-jejunostomy does not 


am generally constitute an effective therapy for gastro-duodenal ulcer, and 
eid that its best results are obtained only in the case of benign pyloric stenosis. 


The literature shows a wide diversity of data on the frequency of occur- 
rence of peptic ulceration following gastro-jejunostomy. Figures found 
range from 0.3 per cent. to 51 per cent.—a diversity probably correlated 
with the indication on which the operation was based in the series in 
question. All authors on the subject have made the observation that 
recurrent ulcerations following gastro-jejunostomy do not as a rule give 
rise to symptoms until many years after the primary operation; this would 
seem to warrant the conclusion that recurrent ulceration probably also 
occurs much later. Only in eight patients in our series did symptoms 
occur within a year of the operation; in nine others they occurred within 
two years, but the remainder did not develop symptoms until much later 
(in some cases after an asymptomatic period of 21, 25 and 27 years) 
(Tables III and IV). 


TABLE Ill 
Interval between primary Gastro- 
operation and recurrence enterostomy 


of symptoms 
Immediate 


more than 10 years 


39 


TOTAL 


TABLE IV 


GASTRO-ENTEROSTOMY GROUP (TOTAL 39) 
Pain 
Haemorrhage .. 12 


Perforations 0 


Pain was the most important symptom, which was nearly always 
present. The pain was of varying intensity, and as a rule of a different 
character from that before the operation. Moreover, it hardly responded, 
if at all, to dietetic measures or antacids. Stenotic vomiting was seen in 
three cases; major haemorrhages, giving rise to haematemesis or melaena, 
occurred in ten cases. Perforations were not observed. In this respect, 
therefore, our experience differs from Davey’s, who reported pain in only 
50 per cent. of his cases, but saw haemorrhages in three out of four 
patients. 
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The Billroth I group 

Only two of the 59 patients in this group underwent a Billroth I resection 
for ulceration of the stomach. The remainder had had a duodenal ulcer. 
Three patients in this group had subsequently undergone a gastro- 
jejunostomy. 


In the Netherlands, a technically modified form of the Billroth I 
procedure has been especially advocated by Schoemaker, The Hague. 
Since all Schoemaker’s pupils perform gastric resection according to 
Billroth I in all cases of ulcerations in the stomach and the duodenum, 
and since a number of surgeons in the Netherlands prefer this resection 
in treating ulcers of the stomach, the number of Billroth I resections in 
the Netherlands is relatively large. This is one of the reasons why our 
series includes so large a number of cases of recurrent ulcerations following 
Billroth I operations. 


Particularly in America, Billroth I gastrectomy is currently arousing 
renewed interest. One of its promoters is Henry Harkins. It is generally 
recognized that the Billroth I method has certain advantages over the 
Billroth II modification. The patient’s nutritional condition remains at 
a better level, and dumping symptoms are believed to be less frequent. 
On the other hand, there is the disadvantage of an increased risk of recur- 
rence, which is estimated at about 10 per cent. Some authors, such as 
Hutchinson and Kiriluk, maintain that the increased risk should be chiefly 
ascribed to two factors, to wit: the spatial separation of the alkaline bile 


and pancreatic juice, and the acid peptic mixture; and the fact that the 
pyloric sphincter is removed, so that the acid peptic mixture can constantly 
flow over the duodenal mucosa. They believe that the former factor in 
particular is of significance, and point out the large percentage of recurrent 
ulceration observed by Henley following interposition of the jejunum 
between the stomach and the duodenum; after gastro-enterostomy with 
the aid of a Roux-en-Y anastomosis, this risk even amounts to 50 per cent. 


While the influence of these factors may not be insignificant, they afford 
no explanation of the fact that the Billroth I method generally yields good 
results in the treatment of ulcer of the stomach, whereas the relapses 
chiefly occur following gastrectomy for duodenal ulcer. On the basis of 
this fact Haberer, after performing 2,000 operations, admitted failure as 
early as 1939. In my opinion it is plausible that the duodenal mucosa in 
the case of duodenal ulcer is diseased and, therefore, unsuitable for direct 
contact with gastric juice. ! believe that this is one of the most important 
causes of the large percentage of recurrences following Billroth I gas- 
trectomy for duodenal ulcer. 


Another disadvantage of the Billroth I method lies in the fact that the 
not very experienced surgeon insufficiently mobilizes the duodenum 
during the operation for duodenal ulcer, and tends to resect too small a 
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part of the stomach. The gastric stump was considerably too large in 
54 of the 59 patients in our series. 


Pain was the predominant symptom; typica! ulcer symptoms existed 
in about half the cases. Haematemesis or melaena was seen in over 
30 per cent. of cases, and perforation of the recurrent ulcer occurred in 
one patient (Table V). 


TABLE V 


Billroth I group 59 
Gastric ulcer Duodenal ulcer 

2 57 


In over 60 per cent. of cases, symptoms developed within a year of the 
operation, and only in nine cases did the relapse become manifest after 
more than five years (Table V1). 


TABLE 


VI 


Interval between _pri- 

mary operation and re- Billroth 
currence of symptoms I 
Immediate .. 14 
5-10 years .. 6 
More than 10 years is jin ae 3 


TOTAL 59 


The Billroth II group 

This is by far the largest group in our series, and this is in accordance 
with the fact that the majority of Dutch surgeons employ some modifica- 
tion of this operation on the basis of the Polya principle. 


Pain was the predominant symptom. The large majority of patients 
experienced pain of an entirely different nature than that felt before the 
operation; this may be ascribed to gross anatomical changes resulting 
from the primary operation. Major haemorrhages were seen in about 
30 per cent. of cases, while perforation of the ulcer occurred in three cases 
(Table VII). 


TABLE VII 
BiLLroTH IT Group 


Pain .. 98 
Perforations . . 3 


In the vast majority of cases, clinical symptoms arose soon after the 
primary operation; in about 70 per cent. this occurred within a year, and 
in quite a number of these cases the interval after the operation was only 
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a few weeks (Table VIII). In general, therefore, the asymptomatic 
interval is briefest in the case of recurrent ulceration following Billroth II 
gastrectomy, and longest following gastro-jejunostomy; recurrences after 
Billroth I gastrectomy occupy a position in between these extremes. 


TABLE VIII 
Interval between pri- Billroth 
mary operation and re- 
currence of symptoms 


Immediate 

0-1 year 

1-2 years 

2-5 years 
5-10 years .. 
More than 10 years. . 


The vagotomy group is too small to be separately discussed. These 
cases will be mentioned later, when we discuss therapy. 


The diagnosis of recurrent ulceration is known to be difficult on 
occasions. The main thing is that the possibility of recurrence is taken 
into account when subjective symptoms are reported. Our investigation 
has shown that the fractional test is of great importance, despite the gross 
anatomical changes resulting from the operation, which allow of intensive 
mixture of gastric and intestinal juice. The purpose of the operation was 
a drastic reduction of the peptic characteristics of the gastric juice— 
characteristics generally estimated on the basis of acidity. It was found 
that the acidity of the gastric juice was too high in 92 per cent. of the 
gastro-enterostomy groups, 100 per cent. of the Billroth I group, and 
94 per cent. of the Billroth II group. This finding is important, for it is 
an indication that the primary operation did not attain its goal. Apart 
from this it raises strong suspicions of recurrent ulcerations when found 
in patients with other symptoms suggestive of possible recurrence. 


Testing the faeces for occult blood is of less significance. The benzidine 
reaction was positive in about 70 per cent. of cases. The fact that it is 
sometimes repeatedly negative in patients who recently manifested a major 
haemorrhage indicates the relativity of its significance. 


X-ray examination was not made in seven cases because a haemorrhage 
or stenosis necessitated an operation, or because it was impossible owing 
to wartime conditions. The results of X-ray examination are not always 
satisfactory, and it is beyond doubt that X-rays can only be used to full 
advantage when there is close co-operation between the surgeon and the 
radiologist. It is surprising to see how some ulcers, even large anastomo- 
tic ulcers, can mislead the radiologist and remain concealed from him. 
Yet, in the majority of cases, the ulcer can be demonstrated or changes can 
be revealed (stenosis of the anastomosis, rigidity of the anastomosis) 
which suggest the likelihood of an ulcer. X-rays are an important aid 
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in other ways also; even when the ulcer cannot be demonstrated with 
certainty, X-ray findings may be obtained which lend strong support to the 
diagnosis of recurrence; for example, a gastric stump which is much too 
large. 


The cause of recurrence 


Recurrent ulceration always constitutes proof positive of the failure 
of surgical treatment. It is of importance, therefore, to estabiish whether 
some causes of recurrence can be found. The surgical treatment of 
gastro-duodenal peptic ulceration is always only confined to one of its 
symptoms; the disease itself is not influenced. It is therefore not sur- 
prising that every surgical therapy, however flawlessly executed, has a 
certain percentage of recurrence. The surgical method almost generally 
used to-day—gastrectomy—only aims at drastic reduction of the acidity of 
the gastric juice, and at removal of the ulcer if possible. The average 
frequency of recurrences following this, fundamentally palliative, therapy 
is estimated at about 3 per cent. In a consecutive series of 600 non- 
emergency cases of chronic gastro-duodenal ulcer treated in my department 
by gastrectomy according to Billroth I], we observed only three cases of 
recurrence, that is a percentage of 1.5. Despite its shortcomings, there- 
fore, this therapy need not necessarily have a large percentage of recur- 
rences, provided the indication has been correctly determined, and the 
operation performed without technical flaws. 


In this company I need hardly develop the point that gastro-duodenal 
ulcer is, fundamentally, an internal medical disease, in which surgical 
therapy is only resorted to when medical therapy has failed. The question, 
then, is this: when can we say that medical therapy has failed, and which 
are the requirements to be met by the medical therapy that should precede 
surgical intervention? 


An ulcer is a manifestation of a chronic pathological process which, 
like any other chronic condition, shows a varying activity. In these 
chronic pathological processes, surgical treatment is generally not very 
successful when carried out in the florid stage. It yields the best results 
when the pathological process is quiescent. Gastro-duodenal peptic 
ulcerations are not exceptions to this rule, nor do they show a different 
response to reactivations which may occur in the course of the disease. 
During this period of reactivation, too, the quiescent process has again 
become florid and active, and surgical intervention would therefore be 
undesirable. Before being referred to the surgeon, the ulcer patient 
should be given a chance to undergo adequate medical treatment, prefer- 
ably clinical treatment. In this respect, however, conditions are not always 
ideal. How many patients are referred to the surgeon, at least in Holland, 
after having had only a single diet cure—at home and without interrupting 
work? In such cases there can hardly be a question of failure of medical 
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a few weeks (Table VIII). In general, therefore, the asymptomatic 
interval is briefest in the case of recurrent ulceration following Billroth II 
gastrectomy, and longest following gastro-jejunostomy; recurrences after 
Billroth I gastrectomy occupy a position in between these extremes. 


TABLE Vill 


Interval between pri- Billroth II 
mary operation and re- 
currence of symptoms 


Immediate 

0-1 year 

1-2 years 

2-5 years ie 
5-10 years .. re 
More than 10 years. . 


The vagotomy group is too small to be separately discussed. These 
cases will be mentioned later, when we discuss therapy. 


The diagnosis of recurrent ulceration is known to be difficult on 
occasions. The main thing is that the possibility of recurrence is taken 
into account when subjective symptoms are reported. Our investigation 
has shown that the fractional test is of great importance, despite the gross 
anatomical changes resulting from the operation, which allow of intensive 
mixture of gastric and intestinal juice. The purpose of the operation was 
a drastic reduction of the peptic characteristics of the gastric juice— 
characteristics generally estimated on the basis of acidity. It was found 
that the acidity of the gastric juice was too high in 92 per cent. of the 
gastro-enterostomy groups, 100 per cent. of the Billroth I group, and 
94 per cent. of the Billroth II group. This finding is important, for it is 
an indication that the primary operation did not attain its goal. Apart 
from this it raises strong suspicions of recurrent ulcerations when found 
in patients with other symptoms suggestive of possible recurrence. 


Testing the faeces for occult blood is of less significance. The benzidine 
reaction was positive in about 70 per cent. of cases. The fact that it is 
sometimes repeatedly negative in patients who recently manifested a major 
haemorrhage indicates the relativity of its significance. 


X-ray examination was not made in seven cases because a haemorrhage 
or stenosis necessitated an operation, or because it was impossible owing 
to wartime conditions. The results of X-ray examination are not always 
satisfactory, and it is beyond doubt that X-rays can only be used to full 
advantage when there is close co-operation between the surgeon and the 
radiologist. It is surprising to see how some ulcers, even large anastomo- 
tic ulcers, can mislead the radiologist and remain concealed from him. 
Yet, in the majority of cases, the ulcer can be demonstrated or changes can 
be revealed (stenosis of the anastomosis, rigidity of the anastomosis) 
which suggest the likelihood of an ulcer. X-rays are an important aid 
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in other ways also; even when the ulcer cannot be demonstrated with 
certainty, X-ray findings may be obtained which lend strong support to the 
diagnosis of recurrence; for example, a gastric stump which is much too 
large. 


The cause of recurrence 


Recurrent ulceration always constitutes proof positive of the failure 
of surgical treatment. It is of importance, therefore, to estabiish whether 
some causes of recurrence can be found. The surgical treatment of 
gastro-duodenal peptic ulceration is always only confined to one of its 
symptoms; the disease itself is not influenced. It is therefore not sur- 
prising that every surgical therapy, however flawlessly executed, has a 
certain percentage of recurrence. The surgical method almost generally 
used to-day—gastrectomy—only aims at drastic reduction of the acidity of 
the gastric juice, and at removal of the ulcer if possible. The average 
frequency of recurrences following this, fundamentally palliative, therapy 
is estimated at about 3 per cent. In a consecutive series of 600 non- 
emergency cases of chronic gastro-duodenal ulcer treated in my department 
by gastrectomy according to Billroth II, we observed only three cases of 
recurrence, that is a percentage of 1.5. Despite its shortcomings, there- 
fore, this therapy need not necessarily have a large percentage of recur- 
rences, provided the indication has been correctly determined, and the 
operation performed without technical flaws. 


In this company I need hardly develop the point that gastro-duodenal 
ulcer is, fundamentally, an internal medical disease, in which surgical 
therapy is only resorted to when medical therapy has failed. The question, 
then, is this: when can we say that medical therapy has failed, and which 
are the requirements to be met by the medical therapy that should precede 
surgical intervention ? 


An ulcer is a manifestation of a chronic pathological process which, 
like any other chronic condition, shows a varying activity. In these 
chronic pathological processes, surgical treatment is generally not very 
successful when carried out in the florid stage. It yields the best results 
when the pathological process is quiescent. Gastro-duodenal peptic 
ulcerations are not exceptions to this rule, nor do they show a different 
response to reactivations which may occur in the course of the disease. 
During this period of reactivation, too, the quiescent process has again 
become florid and active, and surgical intervention would therefore be 
undesirable. Before being referred to the surgeon, the ulcer patient 
should be given a chance to undergo adequate medical treatment, prefer- 
ably clinical treatment. In this respect, however, conditions are not always 
ideal. How many patients are referred to the surgeon, at least in Holland, 
after having had only a single diet cure—at home and without interrupting 
work? In such cases there can hardly be a question of failure of medical 


309 


Ast 
be 
ig 


J. F. NUBOER 


treatment, because there has in fact been no medical treatment. An 
operation performed in such circumstances, however flawless its technique, 
entails a graver risk of failure. 


Leaving aside the 16 patients submitted to an emergency operation 
for perforation or haemorrhage, we find that 69 of the remaining 184 
(37.5 per cent.) had never received medical treatment, while 42 (23 per 
cent.) had been inadequately treated either at home or, sometimes, clini- 


- 


Fig. 1. Considerably too large gastric stump after Billroth I gastrectomy. 


cally; some 60 per cent. of cases, therefore, reached the operating-room 
without adequate medical treatment. This shows that the yardstick 
applied in determining “ failure of medical treatment ” (and therefore in 
determining surgical indications) is by no means always a reliable criterion. 


But not only did the indication leave much to be desired in many cases, 
imperfections of surgical technique were also found in the large majority 
of cases. Excluding the gastro-jejunostomy patients, we find that the 
59 cases of Billroth I gastrectomy include 54 cases in which the gastric 
stump was considerably too large. Among the 100 cases treated by 
gastrectomy according to Billroth II (Polya), there were 76 in which 
serious shortcomings were found, to wit: 
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Gastric stump of excessive size .. an 

Pylorus with antral mucosa left behind. . 

Roux-en-Y anastomosis .. a's 

Excessive length of afferent loop of the gastro-jejunostomy 


TABLE IX 


Gastric stump Pyloric Roux-en-Y Excessive length 
too large andantral anastomosis afferent loop 
mucosa gastro-jejunostomy 
with entero-anastomosis 


Billroth I group 59 54 
Billroth If group 100 64 28 7 


Fig. 2. Gastric stump of excessive size after Billroth I gastrectomy. 


In my opinion, the literature pays insufficient attention to this important 
cause of recurrent ulceration. For, whereas the risk of recurrence follow- 
ing a well-performed gastrectomy is relatively small (as demonstrated in 
our own series), this risk must be much graver after operations which fail 
to reduce, to a considerable extent, the peptic characteristics of the gastric 
juice. 
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In this company I need not explain in detail that, in ulcer cases, removal 
of only the pyloric antrum as a rule ensures insufficient reduction of 
gastric acidity to prevent recurrence of ulceration. A large part of the 
stomach must be removed if such a reduction is to be effected. 


Armstrong and Penick—in a study of 462 cases (1960)—have re- 
emphasized the fact that recurrences are much more frequent following 
conservative resection than after radical resection. To sum up, I regard 
a resection which is too conservative as a technical error. 


The pylorus and part of the antrum are left intact especially in the 
resection according to Finsterer (1952). Flércken and Steden (1926) 
were able to establish that this operation is followed by recurrence of 
ulceration in some 44 per cent. of cases. This is explained by the fact 
that the chemical or antral phase of digestion is activated by the antral 
mucosa remaining in situ, and proves to be particularly intensive in these 
circumstances because the mucosa comes into contact only with the alka- 
line intestinal juice from the duodenum. 


The Roux-en-Y gastro-jejunostomy has long been known to entail a grave 
risk of recurrent ulceration, even after gastrectomy. This has been as- 
cribed to the fact that the neutralizing influence of the intestinal juice is 
virtually lacking. The same applies if an afferent jejunal loop of excessive 
length is used, and if a Braun’s entero-anastomosis is made between the 
afferent and the efferent loop. 


TABLE X 
Operation technically correct .. 
Previous treatment insufficient in these ca: ta 
Indication and operation correct P= .. 115.5 per cent.) 


The finding that the surgical treatment of the primary ulcer was inade- 
quate in the large majority of cases of recurrence indicates an important 
factor which, in my opinion, greatly contributes to recurrence of ulceration. 


In the 29 cases in which the primary operation had been technically 
flawless, the correctness of the indication was verified. In 18 cases 
preceding medical treatment proved to have been inadequate, so that only 
11 cases (5.5 per cent.) remained in which the surgical indication had been 
correct and the operation technically flawless. 


This observation warrants the conclusion that recurrence could have 
been prevented in the majority of cases. 


During every operation for recurrent ulceration, the pancreas was 
carefully examined for the presence of an ulcerogenic tumour of the kind 
described by Ellison and Zollinger (1950, 1956). In two cases, the 
presence of such a tumour was considered not to have been excluded 
with certainty, and part of the pancreas was consequently resected. 
However, no islet-cell tumour was found, nor hypertrophy of the islets. 
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Therapy 


The general experience indicates that—unlike primary gastro-duodenal 
ulcers—recurrent ulceration shows an exceedingly poor response to medical 
treatment, which can be expected to yield results only in exceptional 
cases. More than 50 per cent. of our recurrence patients had had one or 
more unsuccessful courses of medical treatment. Taking into account, 
moreover, that the risk of complications such as perforation and 
haemorrhages is particularly grave, it is obvious that operation must not 
be postponed too long. 


The surgical treatment of recurrent ulceration poses the difficult 
problem of the method to be employed. It is obvious that previous 
surgical treatment has been insufficient and, if the cause can be found in 
technical shortcomings, then these must obviously be corrected. If the 
recurrence followed an operation which normally has a large percentage 
of recurrences—I am referring to gastro-jejunostomy and Billroth I 
gastrectomy, particularly in duodenal ulcer—then it is reasonable to 
select another operative method which, according to general experience, 
has the smallest percentage of recurrences: in fact, Billroth Il gastrectomy 
in one of its modifications. If this method has been used in the primary 
operation, but not without technical flaws, then the problem is not so very 
difficult: the imperfections must be corrected. A more difficult question 
arises if recurrence is seen following a Billroth Il gastrectomy, performed 
for the correct indication and with reasonable technical perfection. We 
have seen that it is precisely this group that constitutes only a small 
minority in our series. This problem will be discussed in detail later. 

In the vast majority of cases, a Billroth II resection or a corrective 
gastrectomy seems indicated. This was in fact done in each of the 39 
cases of the gastro-jejunostomy group, in 54 of the 59 cases of the Billroth I 
group, and in 86 of the 100 cases of the Billroth II group. A vagotomy 
was performed in the remaining 21 cases. 


In the entire series of 200 patients we had four postoperative deaths 
(2 per cent.); death was due to suture leakage in two cases, embolism in 
one, and irreversible shock in one case. 


Although I feel reasonably sure of the technical correctness of the 
corrective gastrectomies—all of which were performed by myself—the 
results have been disappointing. Another recurrence was seen in no 
fewer than 19 of our patients, that is about 10 per cent. of the total. 
These 19 recurrent ulcers can be divided as follows: 


in the gastro-jejunostomy group, 4 recurrences among 38 survivals; 
in the Billroth I group, 4 recurrences among 51 survivals; 
in the Billroth II group, 9 recurrences among 85 survivals. 
The remaining two recurrences were seen following vagotomy and will 
be discussed later. 
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Although the figures are relatively small, they nevertheless warrant the 
conclusion that about 10 per cent. recurrence was seen in each group. 
Davey also found a recurrence rate of about 10 per cent. in a group of 
patients treated in many different ways. The conclusion is justified that 
a corrective operation in the treatment of recurrent ulceration failed to 
meet the requirements in 10 per cent. of cases. 


TABLE XI 
RECURRENCES AFTER SECONDARY OPERATION FOR RECURRENT ULCERATION 
Survivals Recurrences 
Gastro-jejunostomy 38 4 
Billroth I group .. 51 
Billroth II group .. 85 9 
Billroth II group without vagotomy 63 9 


In our series of patients, one group was treated by corrective gastrec- 
tomy only; in a second group, vagotomy was added to the gastrectomy. 
Among the patients with recurrent ulceration following Billroth I gastrec- 
tomy, there was only one treated by corrective Billroth II gastrectomy 
with vagotomy. The patients with recurrence following Billroth II 
gastrectomy include 22 cases in which vagotomy was added. None of 
the patients who underwent vagotomy in addition to corrective gastrec- 
tomy, developed another recurrence. Recurrence was only seen in cases 
treated by corrective gastrectomy only. These can be divided as follows: 


in the gastro-jejunostomy group, 4 recurrences among 38 survivals 
(10 per cent.); 

in the Billroth I group, 4 recurrences among 50 survivals (8 per cent); 

in the Billroth II group, 9 recurrences among 63 survivals (15 per cent.). 


The last-mentioned group therefore included the most cases of 
recurrence. 


Since the percentage of these recurrences is much larger than that follow- 
ing a well-performed primary Billroth II resection, the question arises as 
to whether the primary, incorrectly performed, operation may have 
activated certain factors which promote renewed recurrent ulceration. 


In this connection | think it is of importance to draw attention to the 
fact that, in all cases of repeated recurrent ulceration tested in this respect, 
free acid values in the gastric juice were found to be considerably too 
high. Since an ample resection had been made, and since antral mucosa 
had certainly been removed completely, neurogenic influences seemed a 
likely cause of the intensive secretion of gastric juice. Under these 
conditions, vagotomy seemed to be the treatment of choice—a theory 
which was confirmed by the facts. 


I need not dwell upon the problem of vagotomy as a method in the 
treatment of duodenal ulcer. As recently as Sth November 1959, H. W. 
Burge delivered an excellent address on his experience with this method 
before this College (Burge, 1960). 
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Initially, | have been hesitant to resort to vagotomy in recurrent 
ulceration. In 1947 and 1948—encouraged by the enthusiasm of 
Dragstedt—I performed vagotomy with gastro-enterostomy in a small 
series of cases of duodenal ulcer. The recurrence rate was over 10 per 
cent.—a fact which I casually mention because the objection might be 
raised that nerve section could have been incomplete. The Hollander 
test, however, indicated complete section in all cases. Two of these 
patients were subsequently seen again, and treated by Billroth II gastrec- 
tomy. They have since been completely free of symptoms. Unfortunately, 
the other four patients refused further treatment. 


We have been much impressed by the postoperative intestinal symptoms 
found in a large percentage of our patients. In some cases these symptoms 
resulted in a postoperative condition which was less satisfactory than that 
before the operation. Although I admit that vagotomy has advantages 
over gastrectomy in terms of mortality, dumping, weight loss and anaemia, 
the postoperative change in bowel function—not uncommonly associated 
with pain—was found to be so serious a complication that, also in view of 
the high recurrence risk, I decided to abandon vagotomy with gastric 
drainage, and to confine myself to gastrectomy. Burge’s exhaustive 
study has failed to convince me of the desirability of changing my opinion 
in this respect. To me, a recurrence risk of 3.1 per cent. and 3.8 per cent. 
in such experienced hands, and 30 per cent. postoperative disturbances 
in bowel function with 2 to 3 per cent. severe diarrhoea, seems too high 
a price to pay in exchange for the postoperative difficulties of gastrectomy. 


My opinion of this operation is entirely different in cases of recurrent 
ulceration, because under these conditions vagotomy—performed for the 
correct indication—has proved to be a particularly useful weapon. 
Nerve section—carried out in four cases of recurrent ulceration following 
technically correct Billroth I gastrectomy and in ten cases following 
technically correct Billroth II gastrectomy—caused prompt disappearance 
ofthe ulcer. In 22 patients, corrective gastrectomy according to Billroth II 
was combined with vagotomy, without a single recurrence. 


In view of these excellent results we were tempted to perform the same 
operation in recurrent ulceration following inadequate gastrectomy. It 
was carried out in a case of recurrence after insufficient Billroth I gastrec- 
tomy with too large a gastric stump; in five cases of recurrence following 
Billroth II gastrectomy with too large a gastric stump; in the case from 
the Billroth I group and in one of the five from the Billroth II group, this 
operation was unsuccessful. The ulcer remained. A later series includes 
another patient who elsewhere underwent a vagotomy for recurrent 
ulceration, without success; in this case it was subsequently found that the 
pylorus and part of the antrum had been left intact. In these three cases, 
a cure was not attained until after correction of technical imperfections, 
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although the Hollander test indicated that the nerve section had been 
complete. From this experience we concluded that, in recurrent ulcera- 
tion, vagotomy cannot always be expected to yield good results if technical 
flaws remain uncorrected. The recurrent ulcer, therefore, seems to differ 
in behaviour from the primary ulcer. After surgical correction of techni- 
cal imperfections, a cure without recurrence was attained. 


The question arises as to whether it is advisable to perform a vagotomy 
in all cases of recurrent ulceration. I still object to this, for diarrhoea 
with abdominal symptoms has been seen in eight of the 32 patients, that 
is in 25 per cent. of cases. In several cases the symptoms were severe. 
In the large majority of cases, corrective Billroth II gastrectomy as an 
independent operation yields excellent results; vagotomy is required in 
only 10 per cent. of patients with recurrence following gastro-jejunostomy 
or Billroth I gastrectomy and in 15 per cent. of patients with recurrence 
following Billroth II gastrectomy. In view of these facts it seems un- 
necessary to add vagotomy, which can give rise to such disagreeable 
side-effects, to every gastrectomy performed. Meanwhile, it remains 
difficult to set up rules as to the circumstances in which vagotomy is to 
be performed. The acidity of the gastric juice is our chief yardstick. 
If the fractional test reveals exceedingly high free acid values, then 
vagotomy is certainly performed. In recurrent ulceration following 
Billroth Il gastrectomy, our indications have a wider scope than in 
recurrent ulceration following Billroth I gastrectomy or gastro-jejunos- 
tomy. 

TABLE XIl 


GASTRO-JEJUNO-COLIC GROUP 
After gastro-enterostomy - 
After Billroth II 


5 
6 


TOTAL 


TABLE XIll 


Gastro-jejuno-colic group .. 
Diarrhoea... 

Loss of weight 

Faecal vomiting 


The gastro-jejuno-colic group 


Six patients were treated for gastro-jejuno-colic fistulization (Tables 
XII and XIII). In one case, fistulization occurred following gastro- 
enterostomy; in the other five, it occurred after Billroth II gastrectomy. 
In zach of the six cases, gastrectomy with jejunectomy and colectomy 
we. performed without vagotomy. One patient died of shock. In 
four cases the result was excellent; one patient showed recurrence of 
gastro-jejuno-colic fistulization, after which he unfortunately died before 
another surgical intervention was possible. Our impression is, therefore, 
that there is a severe risk of recurrence in cases of gastro-jejuno-colic 
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fistulization. At present, I would certainly perform an additional 
vagotomy in these cases. 


Technical considerations 


The operative treatment of recurrent ulceration sometimes seems an 
almost impossible task. The technical difficulties, however, can nearly 
always be overcome if the various organs are dissected out carefully and 
anatomically. It is absolutely necessary that the operating surgeon 


Fig. 3. Hofmeister modification after Billroth II gastrectomy, 


attains a good understanding of the anatomical conditions and obtains 
ample information on the size of the gastric stump, the condition of the 
duodenal stump after Billroth II gastrectomy, and the cendition of the 


pancreas. 


Once decided in favour of Billroth II gastrectomy, it has always been 
my objective to remove all diseased parts. As a rule, therefore, the 
stomach was partly removed and, in the case of correction in the gastro- 
jejunostomy and the Billroth II group, the diseased jejunum was likewise 
resected. If the afferent loop was long, the new gastro-jejunostomy could 
be made oral to the entero-anastomosis; in the other cases it had to be 
localized anal to the anastomosis, and this has never given rise to any 


difficulty. 
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If vagotomy is considered necessary, it is desirable that the nerve 
section be performed prior to the remainder of the operation. The 
mediastinum is then opened during a still completely aseptic phase of 
the operation. 


For Billroth Il gastrectomy we used the Hofmeister modification, 
making the stoma sufficiently large just to pass the tips of two thumbs. 
We believe that severe dumping symptoms can be considerably reduced 
by using this not-too-wide anastomosis. 


Results 

The outcome of this operative treatment has been evaluated on the basis 
of the ultimate result ; in cases developing a recurrence which was effectively 
controlled by subsequent treatment, the result last obtained was taken 
into account. 


The result was described as “ good " when the patient no longer had 
any symptoms. 


Cases were denoted “improved when gastric symptoms had dis- 
appeared while mild dumping symptoms after ingestion of dairy products 
and farinaceous foods or a mild change in bowel function persisted. 


Results were described as “poor” when the recurrent ulceration 


persisted, in the case of severe diarrhoea or dumping, and when the 
patient still had so many complaints that he had not subjectively improved 


after treatment. 


Of the 196 patients who left the department after operation, seven have 
since died; one died of a recurrent gastro-jejuno-colic ulcer, while the 
remaining six succumbed to intercurrent diseases. 

In the 189 survivals, the results were as follows: 


Good-to-excellent Improved Poor 
162 16 11 
(this category includes 
three psychiatric pa- 
tients.) 


These findings warrant the conclusion that the surgical treatment of 
postoperative recurrent ulceration yields good-to-excellent results in 
more than 85 per cent. of cases, causes considerable improvement in 
more than 8 per cent., and yields insufficient results in nearly 6 per cent. 
of cases. 


Conclusions 
1. If, with Davey, we regard an anastomotic ulcer as a rogue elephant 
among our peptic ulcer cases, then we would be well-advised to remember 
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ULCERATION AFTER TREATMENT OF GASTRO-DUODENAL PEPTIC ULCER 


that, in the vast majority of cases, elephants become rogues as a result 
of maltreatment by man, usually by a poor hit, which maimed rather than 
killed. In the same way, the rogue among our ulcer cases usually also 
results from maltreatment of the ulcer. It is as a rule to be ascribed to 
technically poor operations which, moreover, were often performed at an 


inauspicious time. 
2. Prevention is the treatment of choice for anastomotic ulcers. 


3. The surgical treatment of an anastomotic ulcer should be preceded 
by careful medical treatment, preferably clinical treatment aimed at in- 
activation of the process. 


4. Correction of technical imperfection is a primary necessity in surgical 
treatment. In our opinion, the Billroth II technique in the Polya- 
Hofmeister modification is the technique of choice. The diseased jejunum 
is routinely included in the resection. This operation ensures a definite 
cure of the ulceration in 90 per cent. of cases. 


5. In 10 per cent. of cases this corrective gastrectomy is followed by 
another recurrence. Under these circumstances vagotomy invariably 
led to a cure in my series. 


6. Vagotomy is no panacea in recurrent ulceration; when technical 
flaws remained uncorrected, vagotomy repeatedly failed to yield the result 
desired. Correction of technical imperfections proves to be of paramount 
importance. 


7. Vagotomy, performed for this indication, had disagreeable side- 
effects, similar to those seen in primary ulcer cases; in our series, this was 


seen in 25 per cent. of cases. 


8. On the basis of this experience, and in view of the fact that vagotomy 
is unnecessary in 90 per cent. of cases, it seems ill-advised to resort to 
nerve section in all cases of recurrent ulceration. The selection of cases 
which require vagotomy is difficult. So far, our yardstick has been the 
acidity of the gastric juice, and this has been satisfactory. Repeated 
recurrence of ulceration after these vagotomies has not been observed. 


9. In the surgical treatment of recurrent ulceration, vagotomy, per- 
formed by the thoracic approach, must only be carried out when it is certain 
that no technical imperfections exist. Inspection of the stomach and the 
duodenum stump is generally required. 


10. If vagotomy is considered advisable in addition to corrective 
gastrectomy, then it is advisable to perform the nerve section before the 
gastrectomy. 
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SURGICAL THESES 


THE GiFT TO the College Library of a typescript copy of a Master of 
Surgery thesis was recently reported to the Library and Publications 
Committee of the College. Enquiries have shown that while one copy 
of every thesis is deposited in the Library of the University concerned, 
both the copyright and the power to dispose of other copies are usually 
retained by the author. The gift of further surgical theses will be much 
appreciated by the College, and authors are invited to present copies in 
their possession to the College Library. 


EIGHTH INTERNATIONAL CANCER CONGRESS 


THe EIGHTH INTERNATIONAL CANCER CONGRESS will take place in 
Moscow from 22nd to 28th July 1962, under the auspices of the Inter- 
national Union Against Cancer. The Congress will meet at the Moscow 
State University (the new building on Lenin Hills), and will consider both 
experimental and clinical aspects of the problem. 


The registration fee is 30 U.S. dollars per member, if sent before 
Ist April 1962. 


Foreign members of the Congress will be serviced by the Soviet travel 
agency “ Intourist”. Applications for reading papers will be considered 
only on condition that both the application and abstract of the paper (not 
exceeding 250 words) are submitted not later than Ist November 1961. 


All information concerning the Congress, as well as enrolment forms 
and applications to read papers and show cinematograph films, may be 
obtained through the Secretariat of the Soviet National Organizing 
Committee of the 8th International Cancer Congress at the following 
address: 


The General Secretary of the Soviet National Organizing Committee 
(Professor L. Shabad) or the Assistant General Secretary (Dr. N. 
Perevodchickova), Academy of Medical Sciences of the U.S.S.R., 14 
Solyanka, Moscow, U.S.S.R. 
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PROCEEDINGS OF THE COUNCIL IN APRIL 


AT A MEETING of the Council on 13th April 1961, with Sir Arthur Porritt, 
President, in the Chair, Mr. W. J. Dempster, F.R.C.S.Ed., and Mr. O. D. 
Morris, M.C., F.R.C.S.Ed., were admitted to the Fellowship ad eundem. 


The death of Dr. Howard C. Naffziger, Honorary Fellow, was recorded 
with deep regret. 


The Jacksonian Prize for 1960 was awarded to Mr. C. R. Helsby, 
F.R.C.S., of Parkgate, Cheshire, and a certificate of Honourable Mention 
was awarded to Mr. H. Hamilton Stewart, M.A., M.D., F.R.C.S., of 
Bradford, for their essays on “* The aetiology, investigation and treatment 
of renal calculus’. The subject for essays in 1962 is “* Head injuries ”’. 


The Cartwright Prize for 1960 was awarded to Professor G. L. Howe, 
F.D.S.R.C.S., M.R.C.S., L.R.C.P., of Tynemouth, and a certificate of 
Honourable Mention was awarded to Mr. H. P. Cook, F.D.S.R.C.S., 
of the Middlesex Hospital, for their essays on “ The role of surgical 
procedure in relation to dental prosthetic problems”. The subject for 
essays in 1961-65 is “* The dental management of the haemophiliac and 
allied blood conditions ”. 


The election of Professor W. W. Mushin as Dean and the re-election 
of Dr. H. J. V. Morton as Vice-Dean of the Faculty of Anaesthetists for 
the ensuing year from 28th June 1961 was reported. 


The election of Professor T. C. Gray, Dr. C. F. Scurr, M.V.O., and 
Dr. J. D. Robertson to the Board of the Faculty of Anaesthetists for the 
ensuing eight years was reported. 


Mr. T. Keith Lyle, F.R.C.S., was re-elected to the Court of Examiners 
to examine in Ophthalmology for a further period of three years as from 
13th April 1961. 


Dr. M. S. Israel, M.B., B.Ch., M.R.C.P., D.C.P., was appointed 
Lecturer in Microbiology in the Department of Pathology. 


The Evelyn Sprawson Prize was awarded to Mr. James Jepson Mather 
of Guy’s Hospital Dental School on the result of the Final Examination 
for the L.D.S. 


The following were elected Fellows of the College without examination 
as Medical Practitioners of twenty years’ standing: 


Dr. R. A. S. Cory, O.B.E., of the Bahamas. 

Dr. E. Rohan Williams, of St. Mary’s Hospital. 

Sir Wilfred Fish, C.B.E., Past Dean of the Faculty of Dental Surgery, 
President of the General Dental Council. 

Professor R. A. Willis, formerly Sir William Collins Professor of Path- 
ology in the College. 
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PROCEEDINGS OF THE COUNCIL IN APRIL 
Dr. L. Guttman, O.B.E., of Stoke Mandeville, Bucks. 


Group Captain A. L. Knipe, of Edinburgh. 


The following were elected Fellows in the Faculty of Anaesthetists 


without examination: 


Professor M. S. el Hakeem, of Cairo. 
Dr. C. Stanley Jones, of Cape Town. 
Dr. L. H. Lerman, of London. 


Dr. O. I. E. Nicholson, of Manchester. 


Dr. V. Rajagopalan, of Madras. 


A Diploma of Fellowship was granted to J. W. Fisher. 


A Diploma of Fellowship in Dental Surgery was granted to B. C. W. 


Barker. 


A Diploma of Fellowship in the Faculty of Anaesthetists was granted 


to J. W. Lloyd. 


Diplomas in Orthodontics were granted to eight candidates. 


The following Diplomas were granted, jointly with the Royal College of 
Physicians: Ophthalmology (54), Radio- Diagnosis (54), Radiotherapy (9), 
Child Health (119), Physical Medicine (5), Tropical Medicine and Hygiene 
(47), Psychological Medicine (1). 


The following hospitals were recognized under paragraph 23 of the 


Fellowship regulations: 


Posts RECOGNIZED 


General 
(6 months unless 
otherwise stated) 


Casualty 
(all 6 months) 


Unspecified 
(all 6 months) 


Lonpon—German Hospital, 
Dalston (continuation of recog- 
nition) 


CarLuke—Law Hospital 


Hospital 


ASHTON-UNDER-LYNE—General 
Hospital (additional) 


Preston—Royal Infirmary (addi- 
tional) 


Prescot—Whiston Hospital (addi- 
tional) 

Hairax—Royal Infirmary (addi- 
tional) 


Hospital, and 

RHONDDA—LIwynypia 
(additional) 


Glamorgan 
Hospital 


S.H.O. 


Regr. 


WITHDRAWAL of 
recognition 


Sito. 


Regr. 


$.H.O. (Cas.) 


2nd Cas. Offr. 


S.H.O. (Cas.) 


S.H.O. (Orth. 
Traumatic) 


and 


S.H.O. (Cas. 
Orth.) 


Inpta, SoutTH TRAVANCORE— 
Kanivakumari Medical Mission 


Regr. (S.H.O.) 
2 Junior Surg. H.Os, 
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PROCEEDINGS OF THE COUNCIL IN APRIL 


A scheme was approved for the recognition by the Council of long service 
on the staff of the College. 


After the meeting a Hunterian Lecture was delivered by Professor 
T. J. Butler on “ The effect of gastrectomy on pancreatic function in 


DONATIONS 


DuRING THE LAST few weeks the following generous donations have been 
received: 
Appeal Fund— Donations: 
£250 Minnesota Mining & Manufacturing Co. 
£100 Spirax-Sarco, Ltd. 
£52 10s. Od. The Liverpool Stock Exchange 
£10 10s. Od. T. N. and F. H. Briggs (Tanners), Ltd. 
Minster Insurance Co., Ltd. (further gift) 
S- 3s. Ga. Trustees of A. J. Mills’ Co. Trust Fund 
£5 Anonymous donation 
£1 2s. 6d. Kidderminster High School (L. VB) 


10s. M. L. Southwell, Esq. 
H. C. Beaumont, Esq. (further gift) 


Appeal Fund—covenant 


£15 p.a. for 7 years + tax George Calverley & Sons, Ltd. 


Voluntary subscriptions or donations by Fellows: 
The following have generously given a donation to the College or have undertaken 

to make a voluntary subscription under covenant: 

J. S. Batchelor, F.R.C.S. T. K. Lyle, C.B.E., F.R.C.S. 

E. G. Godwin, F.F.A.R.C.S. A. B. Pain, F.R.C.S. 


APPOINTMENT OF FELLOWS AND MEMBERS 
TO CONSULTANT POSTS 


R. T. ALDRIDGE, F.r.c.s. Senior Outpatients and Admitting Medical 
Officer, Wellington Hospital, New Zealand. 

A. F. GORDON ANDERSON, F.r.c.s. Assistant Visiting Surgeon, Wellington 
Hospital, New Zealand. 


: R. L. BATTEN, F.R.c.s. Consultant Surgeon in Trauma, West Brom- 
- wich Group of Hospitals. 
A. F. FERGUSON, F.R.c.s. Assistant Visiting Urological Surgeon, Wel- 
lington Hospital, New Zealand. 
J. A. G. HOLT, F.R.c.s. Director of Institute of Radiotherapy, Western 
Australia. 
A. E. KARK, F.R.c.s. Surgeon-in-Chief and Director of Surgery, 
Mount Sinai Hospital, New York. 
F. W. KWOK, F.R.c.s. Assistant Ear, Nose and Throat Surgeon, 
Wellington Hospital, New Zealand. 
A. G. MORGAN, F.R.c.s. Assistant Visiting Surgeon, Wellington 


Hospital, New Zealand. 
The Editor is always glad to receive details of new appointments obtained by Fellows 
and Members, either through the Hospital Boards or direct. 
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FACULTY OF DENTAL SURGERY 


SCIENTIFIC MEETING on TEMPOROMANDIBULAR JOINT PROBLEMS 
AND THEIR TREATMENT 


Tue BoarD oF Faculty of Dental Surgery is organizing its third scientific 
meeting. This will be held on Saturday, 3rd June 1961, at the College 
and the subject will be ““ Temporomandibular Joint Problems and Their 
Treatment’. The Meeting is open to all Fellows and Licentiates in 
Dental Surgery of the College and others interested in the subject. 

The programme is as follows: 


10.00-10.20 ‘ Developmental Anatomy and Pathology” Mr. W. Sims 
for Dr. H. J. J. Blackwood (Royal Dental Hospital) 


10.20-10.35  ‘ The Physiology ofthe Synovia” .. Mr. P. A. Toller 
(Mount Vernon Centre for Plastic Surgery) 
10.35-11.05  “* The Neurophysiology of Joints” .. Dr. B. D. Wyke 


(Physiology Department, Royal College of Surgeons of England) 
11.05-11.25 Coffee 

11.25-11.45 “ Radiology” .. .. Dr. W. Campbell 
(Queen Victoria Hospital) 

11.45-12.10 “ Aetiology, Diagnosis and Classification ” 
Mr. G. T. Hankey, O.B.E., T.D. 
(London Hospital, St. Bartholomew’s Hospital) 
12.10-12.30 Conservative Treatment—I ” Mr. Hamish Thomson 
(Eastman Dental Hospital) 


12.30— 2.00 Lunch 


2.00- 2.20 ‘Conservative Treatment—II” .. Mr. V. E. Ireland 
(Ipswich and East Suffolk Hospital) 

2.20—- 2.40 “ Cortico-Steroid Therapy ” .. Dr. Oswald Savage 
(Arthur Stanley Institute, Middlesex Hospital) 

2.40- 3.00 “* Surgical Treatment ” .. Mr. Terence Ward, C.B.E. 


(Queen Victoria Hospital) 


3.00— 4.00 Panel Discussion 
Chairman: Mr. B. W. Fickling (Mount Vernon Centre for 
Plastic Surgery, St. George’s Hospital, Royal Dental 
Hospital. 
Panel: Mr. G. T. Hankey, O.B.E., T.D., Mr. V. E. Ireland, 
Dr. Oswald Savage, Mr. P. A. Toller, Mr. Terence 
Ward, C.B.E., Dr. B. D. Wyke. 


4.00 Tea 


No fee will be required for attending the Meeting, but there will be a 
charge of 12s. 6d. to cover the cost of morning coffee, a buffet luncheon and 
afternoon tea. Catering tickets may be obtained on application to the 
Secretary of the Faculty by not later than Friday, 26th May 1961. 
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** THE BRIGHT STAR OF BRITISH NATURAL HISTORY ” 


So, IN TERMS of such high regard, did Carl Linnaeus, of world-wide fame, 
refer to John Ellis, a London merchant, whose work remains, though his 
name may be forgotten. He is thought to have been born in Ireland, 
sometime between the years 1706 and 1710, in due course established his 
business offices in Lawrence Lane, Cheapside, and, among other activities, 
acted as the London agent of the Irish Linen Board. This was merely 
his means of support, however, for his main interest was natural history. 
So important was his contribution to this study that in 1754 he was elected 
a Fellow of the Royal Society. His outstanding work appeared in the 
following year in the form of an Essay towards the Natural History of 
the Corallines in which he established the animal nature of this group 
of organisms, a view that was bitterly opposed by the more orthodox 
zoologists, such as Dr. Stukeley, who maintained that they were vegetables. 


The mid-18th century was a little golden age for biologists and Ellis 
was fortunate in having friends and colleagues in far-away places, through 
his connections as agent to Florida and Dominica. From these and many 
other lands he obtained seeds, plants and animals for use either by himself 
or by his friends, including John Hunter. It was from a correspondent 
in Charlestown, South Carolina, that he obtained the very first specimens 
of Siren lacertina to be seen in this country and which formed the subject 
of Hunter’s first communication to the Royal Society, possibly as a result 
of which he was elected a Fellow of that august body. Ellis had the 
pleasing notion of honouring his friends by naming new species after them; 
and so we have the Gardenia (after Alexander Garden, M.D., donor of the 
Siren lacertina); Halesia, a delightful tree of the camellia family (after 
Stephen Hales); and Gordonia, a group of North American plants (after 
James Gordon, ** an eminent gardener of Mile End”’). Ellis described 
and illustrated the Venus Fly-trap, the Alpine Strawberry (the seeds of 
which were first sent to England in a letter from Turin to Henry Baker, 
F.R.S.) and the Paper Mulberry Tree (seeds of which were brought from 
China preserved in salt). In 1768 he raised a tea plant in a pot in his little 
house in Gray’s Inn Road and then sent it to Mr. Aiton, the Royal 
Gardener at Kew, who “ soon made it into a fine plant”. Writing to 
Governor Tryon of New York, he said that it was “* his ardent wish to see 
a Tea tree established in North America”. 


Ellis concerned himself with the minutest details of the subjects on which 
he wrote, and we are indebted to him for an entertaining history of coffee 
and the coffee tree. He tells us that coffee was introduced into England 
in the middle of the 17th century, but found little favour with genteel 
society at first since ladies and gentlemen of fashion did not wish to be seen 
in the coffee-houses which were of low repute, kept by poor-class Greeks 
and Armenians. In 1675, Charles II issued a proclamation to shut these 
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establishments as they were considered a source of sedition; but no amount 
of legislation could reduce either the consumption of this most palatable 
drink or the success of the coffee-house as a social centre. 

John Hunter owed a great deal to John Ellis for it was through him that 
he met the leading naturalists of London. They were both interested in 
museums and each had his own collection, that of Ellis being arranged 
“in a kind of landscape”. When Ellis died on 15th October 1776, his 
friend, Daniel Solander, maintained it and edited his remaining papers 
which were published in 1786, four years after Solander’s own death, 
under the title of Natural History of many uncommon Zoophytes. The 
museum was sold by auction in June 1791, and John Hunter bought not 
only specimens, many of which can still be seen in the museum, but also 
the collection of drawings which are preserved in the Library. Many 
of these are the work of George Ehret, Ellis’s artist for many years until 
his death in 1770. ‘* We have nobody to supply his place in point of 
elegance "’, said Ellis on that occasion. 

Unfortunately no portrait of this genial, modest and brilliant man, John 
Ellis, remains. He is said to have been tall, his features expressive and 
strongly marked; but more appealing, perhaps, is the description of him 
given by John Fothergill’s niece, who refers to him as “ a very humorous 
comical old gentleman ”’. 

J.D. 


BOOKS ADDED TO THE LIBRARY 
January—March 1961 


Bosa. Hypothermia for the neurosurgical patient. 
KEATING. Anaesthetic accidents. 2nd edition. 


JAMIESON. Illustrations of regional anatomy. 8th edition: parts 2, 3, 5 (continua- 
tion). 
Kopscu. Nomina anatomica. 
STRONG AND E_wyn. Human neuroanatomy. 4th edition. 
DonaTH. Erlauterndes anatomisches Wé6rterbuch. 


Anatomy, comparative 
PINNER. Born alive. 


KRITCHEVSKY (editor). Deuterium isotope effects in chemistry and biology. 
Gift of Sir Cecil Wakeley, Bt. 

NACHMANSON. Chemical and molecular basis of nerve activity. 

SmitH. Vitamin B12. 


Cancer 

Dukes. Cancer of the rectum. 

KUNKLER AND RAINS. Treatment of cancer in general practice. Gift of Mr. 
A. J. H. Rains, F.R.C.S., author. 

PACK AND ARIEL. Tumours of the breast, chest and oesophagus. Gift of Dr. 
George T. Pack, editor. 

VAN DER WieEL. Inheritance of glioma. 

Witus. Pathology of tumours. 3rd edition. Author's gift. 
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BOOKS ADDED TO THE LIBRARY 


Cytology 


BRACHET AND Mirsky. The Cell, vol. 5 (continuation). 
CIBA Symposium on cellular aspects of immunity. 
PickeN. The organization of cells. 

WALKER (editor.) New approaches in cell biology. 


Dentistry 
BissET AND Davis. Microbial flora of the mouth. 
CANNELL. Medical and dental aspects of fluoridation. 
GouLpinG. Handbook of dental pharmacology and therapeutics. 
Noyes. Oral histology and embryology. 8th edition. 
Scott AND Symons. Introduction to dental anatomy. 3rd edition. 
SicHer. Oral anatomy. 3rd edition. 
THOMA AND RosINsON. Oral and dental diagnosis. Sth edition. 


Dermatology 
WINKELMANN. Nerve endings in normal and pathologic skin. 


Embryology 
HARRISON. Textbook of human embryology. 


CIBA Study group No. 6: Metabolic effects of adrenal hormones. 
Epilepsy 


GorbDon LENNOX. Epilepsy, 2 vols. 


Gastroenterology 
KEELE AND MATHESON. Intra-abdominal crises. 
SHEPHERD. Surgery of the acute abdomen. Author's gift. 


PENROSE AND Brown. Recent advances in human genetics. 


LANG, editor. The vagina, Gift of Sir Cecil Wakeley, Bt. 


J 


KNIGHT Dix AND Topp. Medical evidence in personal injury cases. Gift of 
Mr. A. H. Todd, F.R.C.S., author. 


Medicine 


CONYBEARE. Textbook of Medicine, 13th edition. 


M 
BRAUN (editor). Biochemical aspects of microbial pathogenicity. 
NELSON (editor). Biology of the pleuro-pneumonia-like organisms. 
POLLARD (editor). Inactivation of viruses. 

All given by Sir Cecil Wakeley, Bt. 


N 


Brain. Clinical neurology. 

Brazier. Electrical activity of the nervous system. 
CumINGs (editor). Modern scientific aspects of neurology. 
WysBurRNn. The nervous system. 


Ophthalmology 

CLARK (editor). Symposium on glaucoma. 

LYLE AND JACKSON. Practical orthoptics in the treatment of squint. 4th edition 
by Lyle and Walker. 

May AND Wort. Diseases of the eye, 12th edition by Lyle. 

SEDAN. Re-educative treatment of suppression amblyopia, translated and edited 
by Lyle, Douthwaite and Wilkinson. 

WoRTH AND CHAVASSE. Squint, 9th edition, by Lyle. 
The four foregoing were given by Mr. T. Keith Lyle, F.R.C.S., editor. 
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Gynaecology 
Hurisprudence 
Heurology 
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BOOKS ADDED TO THE LIBRARY 


ics 
FourMAN. Calcium metabolism and the bone. 
GOLDSTEIN. Surgical treatment of scoliosis. 
MANDARINO. Chemical osteosynthesis in orthopaedic surgery. 
Perkins. Orthopaedics. 
Zimmer. Fracture equipment catalogue. Gift of Dr. K. N. Chinoy. 


ANDERSON. Synopsis of pathology. Sth edition. 

CLeAve. Causation of varicose veins. 

KELEMEN. Permeability in acute experimental inflammatory oedema. 

MILNE (editor). Recent advances in renal disease. 

WAGNER. Connective tissue and diseases of connective tissue. Gift of Sir 
Cecil Wakeley, Bt. 


BERGER (editor). _Non-narcotic drugs for the relief of pain. 

NeGRELLI (editor). Biochemistry and pharmacology of compounds derived from 
marine organisms. 
Both presented by Sir Cecil Wakeley, Bt. 


Bures. Electrophysiological methods in biological research. 
Fiecp (editor.) Handbook of Physiology, vol. 3 (continuation). 
McDowa.t. Handbook of Physiology, 43rd edition. 


Psychiatry 


Harms. Fundamentals of psychology. 
Kune. The organization of psychiatric care and research in the U.S.S.R. 
Both presented by Sir Cecil Wakeley, Bt. 


AMERICAN COLLEGE OF SURGEONS. The management of fractures and soft-tissue 
injuries. Gift of the A.C.S. 
MARCUS AND ZIMMERMAN. Principles of surgical practice. Gift of Prof. Leo M. 
Zimmerman, author. 
NELSON. Tracheotomy. 
RosaTI AND LorD. Neurovascular compression syndromes of the shoulder-girdle. 
Gift of Prof. Lambert Rogers. 
TuHoreK. Surgical errors and safeguards, Sth edition. Gift of Pitman Medical 
Publishing Co. 
Wape. Surgical treatment of trauma. Gift of Dr. Preston Wade, author. 
: Accident 
DruMMOND. Care for the injured. Gift of Sir Alexander Drummond, author, and 
the Institute of Accident Surgery. 
: Neuro~ 
Brock. Injuries of brain and spinal cord. 4th edition. 
Monro. Sympathectomy. Gift of Prof. Lambert Rogers. 
Popren. Atlas of neurosurgical techniques. 
: Thoracic 


: Thoracic surgery 
Le Roux. Techniques of thoracotomy. Author's gift. 
: Surgical i 


nursing 
Rose (editor). The principles of surgical nursing. Gift of Mr. T. F. Rose, F.R.C.S. 
Thyroid 


Pitt-Rivers AND TATA. The chemistry of thyroid diseases. 


Transplantation 


ALBERT AND MEDAWAR (editors). Biological problems of grafting. 
CONVERSE (editor). Tissue homo-transplantation conference, No. 4. Gift of Sir 
Cecil Wakeley, Bt. 
HOWARD GRAY LIBRARY 


ENCYCLOPAEDIA BRITANNICA, 1960 issue. 24 volumes. Gift of the Editors 
through Mr. A. Dickson Wright. 
Lort. The Inns of Court (illustrated) 1893. Gift of Mr. Dickson Wright. 
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BOOKS ADDED TO THE LIBRARY 


Gifts of Mr. McNeill Love: 
Lorp ALANBROOKE. The turn of the tide (edited by Arthur Bryant). 
Lorp MONTGOMERY. Memoirs. 

Suirer. The rise and fall of the Third Reich. 


From Sir Gordon Gordon-Taylor’s bequest: 
Pope. 73-North: the Battle of the Barents Sea. 


HISTORICAL COLLECTION 


History of Medicine 
GoopFiELp. The growth of scientific physiology. 
Hipstey. Early history of the Royal Alexandra Hospital for Children, Sydney. 
1952. Gift of Prof. K. F. Russell. 
NISSEN AND WILSON. Pages in the history of chest surgery. 
RANDERS-PEHRSON. The surgeon’s glove. 


Biography 
BRAIN. Some reflections on genius. 
Barry: Rae. The strange story of Dr. James Barry. Gift of Mr. McNeill Love. 
Laennec: KERVRAN. Laennec, his life and times. 

Mary, Queen of Scots: MACNALtTy, Sik ArTHUR. The daughter of debate. 
Author’s gift. 
Payne, Reginald, F.R.C.S. The Watershed (Autobiography). 
Rocers, Lindsay, F.R.C.S. Guerrilla Surgeon. 


Historic texts 

— M.A. De partibus ictu sectis (On the treatment of wounds). Venice 
1542. 

Pecquet, Jean. Experimenta nova anatomica. 2nd edition. Paris 1654. 

MICHAULT, J. Les discours de Chirurgie. 1682 

Peirce, JEREMIAH. A tumour in the knee. 1737. 

Perce, THOMAS. Styptic Medicines. 1764. 

“THe BiIppDENDEN Maips”™ (Conjoined twins). Illustrated broadsheet 1806. 

CasJAL. Studies on vertebrate neurogenesis (collected papers 1929). Translated 
by Lloyd Guth. 1960. 

FRIEDBERGER, E. Die Anaphylaxie (26 articles in 1 vol.) 1911-12. 

War Office MANUAL: Injuries and Diseases of War. 1918. Gift of Sir Geoffrey 


Keynes. 

Pau, F. T. Selected Papers. 1925. 

Wess-JOHNSON, Sir A. Bradshaw Lecture 1940. A signed copy. Gift of 
Mr. J. R. P. Gibbons. 

BoNnIN (editor.) Some papers on the Cerebral Cortex. 1960. 


HUNTERIAN SOCIETY OF LONDON 


Sir Cecil WAKELEY, Bt., has been elected President of the Society for the 
ensuing year. 


ANATOMICAL MUSEUM 


THE SPECIAL DISPLAY for the month of May consists of a pictorial demon- 
stration of John Hunter’s houses and friends, including a recent photo- 
graph of Long Calderwood presented by the East Kilbride Development 
Corporation. 
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DIARY FOR MAY 


Proressor R. B. Lucas—Dental Lecture—Pathology of oral 
neoplasms—II. 

Mr. S. H. Wass—Dental lecture—Osteomyelitis and actinomy- 
cosis. 

Board of Faculty of Dental Surgery. 

College closed. 

Whit Monday. College closed. 

Mr. G. T. Hankey—Dental Lecture—The diagnosis and treat- 
ment of some more rare oral surgical conditions. 

Proressor H. C. Kittey—Dental Lecture—Oral surgery in 
relation to prosthetic problems. 

Mr. H. P. Coox—Dental Lecture—Dental problems in the 
treatment of malignant disease of the jaws. 

Mr. Denis Birkitt—Lecturing by invitation of the Imperial 
Cancer Research Fund—A lymphoma syndrome in 
African children. 

Mr. J. N. W. McCacie—Dental Lecture—Surgical anatomy of 
the jaws. 

Mr. G. L. Forpyce—Dental Lecture—Fractures of the maxillae 
and multiple facial fractures. 

Mr. I. R. H. Kramer—Dental Lecture—Changes in the dental 
tissue due to operative procedures. 

Primary F.R.C.S. Examination and Final F.D.S. Examination 
(Part I) begin. 


DIARY FOR JUNE 


Proressor B. CoHEN—Dental Lecture—The histopathology of 
periodontal disease. 

Mr. B. W. FickitinGc—Dental Lecture—Surgical correction of 
deformities of the jaws. 

Basic Sciences Lectures and Demonstrations for Dental Students 
begin. 

Names of candidates (L.D.S.) for election to the Board of 
Faculty of Dental Surgery announced. 

Final L.D.S. Examination (Part I1) and D.P.H. Examination 
begin. 

Ceremony of Presentation of Diplomas. 

D.P.M. Examination (Part 1) begins. 

Council. Co-options to Council and Annual Election of 
Examiners. 

Proressor I. RANGER—Hunterian Lecture—A study of the 
functional anatomy of the diaphragm with special reference 
to the aetiology and treatment of oesophageal hiatus hernia. 

Primary F.F.A. Examination and D.P.M. Examination (Part 11) 
begin. 

Pre- Medical Examination and D.L.O. Examination (Part I) 


begin 

Election of Fellows to the Board of Faculty of Dental 
Surgery. 

Dental Lectures and Clinical Conferences end. 

First L.D.S. Examination begins. 

First Membership Examination and D.L.O. Examination (Part 
Il) begin. 

Final Membership Examination begins. 

Trustees of the Hunterian collection. 

Miss J. Dosson—Arnott Demonstration—John Hunter's 
animals and friends. 

Board of Faculty of Anaesthetists. 
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CELBENIN 


REGO. TRADE MARK 


SODIUM 6 (2.6 DIME THOX YBENZAMIDO)PENICILLANATE MONOHYDRATE 


‘There would appear to be 


considerable justification 
for its immediate use in 
severe infections due to 
penicillin-resistant 


strains of staph. aureus’ 


Brit. med. J. 1960 ii, 703 


i 
- 
= 
° 
Ce nis a product of sh research at 
Telephone: iSLeworth 41100 
2 


CHURCHILL BOOKS OF SURGICAL INTEREST 


PROGRESS IN CLINICAL SURGERY 


New Issue, Series 1. By various authors. 


Edited by RODNEY SMITH, M.S., F.R.C.S. 


Just Available. 110 IMustrations. 50s. 

OF SURGICAL PATHOLOGY FRACTURES, DISLOCATIONS 
y C. F. W. ILLINGWORTH, C.B.E., Ch.m., | ANO SPRAINS 

H C.S.(Ed.), and BRUCE M. DICK, 'M.B., F.R.CS. By PHILIP WILES, M.S., F.R.C.S., F.A.C-.S. 

(Ed.). New (Eighth) Edition. 329 illustrations. 75s. 519 WMlustrations. 27s. 6d. 

Also by Professor C. F. W. Illingworth : Also by the same author : 
A SHORT TEXTBOOK OF SURGERY ESSENTIALS OF ORTHOPAEDICS 

Seventh Edition. 16 Plates and 254 Text-figures. 45s. Third Edition. 417 Illustrations. 70s. 


COMMON DISEASES OF THE EAR, NOSE AND THROAT 


By PHILIP READING, M.S., F.R.C.S. 
2 Coloured Plates and 44 Text-figures. just Ready. 24s. 


INJURIES OF THE HAND ANATOMY: Regional and Applied 


By RONALD FURLONG, M.B., B.S., F.R.C.S. By R. J. LAST, M.B., B.S., F.R.C.S. 
9 IMustrations. Ys. 372 Wustrations, many in colour. 


Books from the U.S.A. 
PROCEDURES IN VASCULAR SURGERY PRINCIPLES OF ORTHOPAEDIC SURGERY 
By RICHARD WARREN, ™.D. By P. C. COLONNA, M.D. Revised Edition. 
32 IMustrations. 85s. iMustrations (10 in colour). 
THE ESOPHAGUS: 
Medical and Surgical Management 


By E. B. BENEDICT, M.D., and G. L. NARDI, M.D. 
16 Colour Plates and 108 black and white Illus. 105s. 


New (Third) Edition. 


Second Edition. 
80s. 


HEAD INJURIES: 
Mechanisms, Diagnosis and Management 

ey E. S. GURDJIAN, M.D., and j. E. WEBSTER, 
108 tlustrations. 100s. 


J. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.! 


MEDICAL BOOKS 


BOOKSELLING DEPARTMENT: Very large Stock of Textbooks and Recent 
Literature in all branches of Medicine and Surgery of all Publishers. 
Catalogues on request. 


FOREIGN DEPARTMENT. Books obtained to order at the most reasonable 
rates and with the least possible delay. 


SECOND-HAND DEPARTMENT 
Medical Books. 


A large stock of recent editions always on view. Old and Rare Books sought for 
and reported. Large and small collections bought. 


LENDING LIBRARY—Medical and Scientific 
ANNUAL SUBSCRIPTION from £2 5s. 
PROSPECTUS POST FREE ON REQUEST 


THE LIBRARY CATALOGUE revised to December, 1956, containing classified 
Index of Authors and Subjects. To Subscribers £1 5s. net ; to Non-Subscribers 
£2 2s. net, postage 2s. Supplement to December, 1959. To Subscribers 5s. 
net; to non-subscribers 10s. 6d. net, postage 9d. 

Ltd. 


H. K. LEWIS & Co. 
136 GOWER STREET LONDON, W.C.! 


Telephone: EUSton 4282 (7 lines) Established 1844 
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Adrenoxy!* is a capillary 
haemostatic which re- 
duces the mean capillary 
bleeding time by increas- 
ing the contractility and 
resistance and decreasing 
the permeability of the 
capillary wall. 


*adrenochrome 
monosemicarbazone dihydrate 


effectively 


Adrenoxyl is safe, gives 
rise to no side-effects, and 
there are no contra- 
indications to its use. 
It does not affect pulse 
rate, blood pressure or 
blood coagulation. 


Reports have been receiv- 
ed that Adrenoxyl reduces 
the amount of blood lost 
duringoperation,andsug- 
gesting that it has a defin- 
ite place in routine sur- 
gical procedures. It is 
available in ampoules for 
intramuscular or subcut- 
aneous injection and in 
tablets for oral adminis- 
tration. 


Adrenoxyl is a 
Horlicks pharmaceutical product 


Further information is obtainable from: 
HORLICKS LIMITED + PHARMACEUTICAL DIVISION «+ SLOUGH + BUCKS 
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SIEREX LTD 


SUPPLIERS OF SIEMENS AND ELEMA-SCHONANDER X-RAY EQUIPMENT 


More light ... less hea 


t... with the 


HANAULUX 
OPERATING 


counterweight. 


THEATRE LAMP 


. and easier manipulation without 


Two new models (Mark II and IIT) in 


the famous ‘ Hanaulux’ range are now 


available. Seven reflectors give greater 


light intensity. 


Precision engineered 


suspension without counterweight 
ensures feather-light, finger-tip 


manipulation. 


Write or telephone for further details today: 
241 Tottenham Court Road 


London W.! 


LANgham 2464 


INTERSCIENCE PUBLISHERS LTD. 


distributor in the United Kingdom for 
YEAR BOOK MEDICAL PUBLISHERS INC., Chicago 


60s. 
SURGICAL SERVICE GUIDE 
by L. T. Palumbo 45s. 
Coven every aspect of managing the patient before and after surgery 
MANAGEMENT OF THE AGED SURGICAL PATIENT 
by S. E. Ziffren 57s. 
Invaluable help in the more effective treatment of diseases in the aged 
THE HANDBOOKS OF OPERATIVE SURGERY: 
BILIARY TRACT, PANCREAS AND SPLEEN—2nd edition—by 
Cc. B. Puestow 73s. 
THE CHEST—2nd edition—by J. Johnson and C. K. Kirby 73s. 
GYNECOLOGY, including important Obstetric Operations— 
2nd edition—by J. P. Greenhill 72s. 
THE HEAD AND NECK by R. A. Wise and H. W. Baker 73s. 
THE SMALL AND LARGE INTESTINE by C. W. Mayo 68s. 


YEAR BOOK OF GENERAL SURGERY (1960-196! series) 
edited by M. de Bakey ond S. C. Cullen 


THE STOMACH AND DUODENUM-—3rd edition—by C. E. Welch 74s. 


UROLOGY—2nd edition—by R. H. Flocks and D. Culp 


88-90 Chancery Lane, London, W.C.2 
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79s. 


MODERN TRENDS IN 
ENDOCRINOLOGY 


SECOND SERIES 
Edited by H, Gardiner-Hill 


355 pages Illustrated price 75s. 
This is a companion volume to the first series of Modern 
Trends in Endocrinology published in 1958, and is both 
supplementary and complementary. This new book covers 
the results of the vast amount of research which has gone 
into endocrinology over the past ten years, presenting the 
broadest outlook and emphasizing the modern approach. 
The contributors, all experts in their various fields, offer their 
personal views with a critical evaluation of modern trends 
pointing to the future, and the aim throughout the book has 
been to highlight the advances in a particular field and to 
correlate these with present practice. 

In this second volume, as in the first, will be found a collec- 
tion of endocrine topics covering a wide and integrated field. 
They have been chosen to highlight the fronts on which 
advances of special interest seemed to have been or are being 
made. It has also been the objective to fill in some of the gaps 
which were unavoidable in the first series owing to shortage of 
space, and in addition to deal with similar topics or even the 
same topic from a different angle. 


INTRA-ABDOMINAL CRISES 
K. D. KEELE and N. M. MATHESON 


411 pages price SOs. 
The authors have called acute cases of abdominal pain and 
vomiting, which carry no diagnostic label, intra-abdominal 
crises. Firstly they analyse the problem of the abdominal 
emergency, indicate the lines of early management, and stress 
the importance of diagnostic exclusion. The main theme of 
the book, however, is the increasing role played by the tech- 
niques of radiology and biochemistry under conditions of 
crises. The significance of the results so far obtained involves 
wide possibilities of anatomical and pathological interpreta- 
tion, with a broadening of the problems of differential diagnosis. 


BUTTERWORTHS 
4-5 Bell Yard, London, W.C.2 
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Craftsman-made VESSA artificial legs are de- 
Fitti r signed and built to individual measurements from 
only the finest materials. Joints and components 
are manufactured to meet Ministry of Health 


requirements. 
r ul e The real test of an artificial leg is, however, in 


the fitting, and the thousands of amputees who 

wear VESSA legs with absolute comfort are a 

tribute to our pre-eminence in this field. 

VESSA have also been responsible for many 

prosthetic design developments, particularly the 

development of the metal suction socket which 

eliminates the need for the conventional pelvic 

band and swivel joint attachment. 

A comprehensive refit and repair service is avail- 

able, and very speedy attention is given to this 

work. 

Please write for complete details of models 

designed for Above-knee, Below-knee, Through-hip, 

Syme’s operation, and for growing children. 

VESSA LIMITED 

Works: PAPER MILL LANE, 
artical ALTON, HANTS. 

VESSA logs and Registered Office: Henley Park, 

LIMITED | apphances 


Finished socket for a VESSA artificial leg. 
Sockets are hand-beaten from sheet 
Alclad, fitted, rimmed and then assembled 
with rest of leg. 
Guildford, Surrey. 
Tel.: Guildford 6286! 
London Fitting Rooms: 
Queen Mary's Hospital, Roehampton 
A member of the VOKES Group. 


‘ 5 This new “Sandra” product meets the 

NEW SANDRA SAFE need for a constant and reliable anti-static 
sheeting for use in hospital operating 

ANTI-STATIC SHEETING theatres in the presence of volatile explosive 
gases. It gives a greater degree of lasting 

. safety than was hitherto possible and has 

for operating theatres the added advantage that the retention of 
(Patent applied for) its anti-static properties can be visually 

checked. The surface resistivity of this new 

@ Soft and supple high tensile PVC sheeting sheeting has been thoroughly tested in 


rbon black imprint accordance with British Standard Specifica- 
© Anti-ctatic ca ah gtd tion No. 2050, and has now been approved 
@ Dull matt anti-glare finish by the Ministry of Health. 


“ Sandra’ Safe Anti-Static Sheeting pos- 
sesses amazing strength, yet it is remarkably 
soft and supple. it has a special anti-glare 
finish, and it may be sterilized by most cold 
methods. 


“Sandra” Anti-static plastic bootees 
minimise the risk of ascending cross infec- 
tion in operating theatres. 


“Sandra” Anti-static plastic aprons 

light and comfortable to wear — give pro- 

longed static-free safety. Produced by the 

creators of “‘ Sandra’’ Medicated, Sandra” 

Stretch and “Sandra” Sofe Anti-static 


Full information and a sample will be sent on request. 
HENLEYS MEDICAL SUPPLIES LTD., Alexandra Works, Clarendon Road, London, N.8 
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Medical colour 
television 


For the past four years the mobile colour television units of Smith Kline & 
French Laboratories have been presenting live demonstrations of surgical 
and clinical techniques to many hundreds of doctors in every part of the 
British Isles. In addition, one of the units toured Australia. 


SK&F's mobile medical colour television was the first in the United States, the 
first in Britain and the first in Australia Later this year it will be the first in 
Ireland, when a mobile unit will visit both Dublin and Belfast. 

At London's Eastman Clinic, SK&F will shortly present a first-ever colour- 
televised dental demonstration. 

The British Medical Association's annual meetings are always attended, and 
a unit was last seen at the B.M.A. Annual Clinical Meeting in Canterbury. 

The services of the Colour Television Unit of SK&F are available free to the 
medical profession throughout Great Britain and the Commonwealth. Fuller 
details can be obtained from: 

The Public Relations Department, 

SMITH KLINE & FRENCH LABORATORIES LIMITED 

Welwyn Garden City, Herts 
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SECRETIN and PANCREOZYMIN 


Valuable as diagnostic agents in gastroenterology, secretin and 
pancreozymin can be used with confidence in the duodenal aspiration 
test and the serum enzyme test. 

PANCREOZYMIN is supplied in 20 cc. rubber-capped vials each containing 100 units. 


SECRETIN is supplied in 10 cc. rubber-capped vials each containing 50-100 units. 
The potency is declared on each vial following biological assay. 


° Please write for further information and supplies to: 
GD BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM 
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THIRD INTERNATIONAL 


HOSPITAL EQUIPMENT 
MEDICAL SERVICES EXHIBITION 


Sponsored by THE INSTITUTE OF HOSPITAL ADMINISTRATORS 


15th—19th MAY 1961 OLYMPIA LOVDON 
10 a.m.—6.30 p.m. daily 


Admission by Trade Card, or tickets and information from 
Exhibitions Limited 
2 Dunraven Street Park Lane W.|. 
Tel: HYDe Park 5421/3. 


* 
Of special interest to you—enjoy the stimulus of Britain’s 
only Exhibition embracing the complete hospital world, 
including the latest developments in every type of hospital 


equipment. 
* 


Annual General Meeting and three-day Conference of The Institute of Hospital Adminis- 
trators. 

Annual General Meeting and Conference of The Institute of Hospital Engineers. 

Meetings and lecture sessions of The National Association of Hospital Supplies Officers, 
Society of Hospital Laundry Managers, Chartered Society of Physiotherapy, Guild of 
Public Pharmacists and Hospital Caterers Association. 


Known the world over 
for a comprehensive and reliable 
Insurance Service 


LIFE - PENSIONS: FIRE 
ACCIDENT : MARINE 


LEGAL & GENERAL 


ASSURANCE SOCIETY LIMITED 


CHIEF ADMINISTRATION - 188 FLEET STREET - LONDON EC4 
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@ they incorporate Tungsten 
Carbide as an integral part of 
the jaw 
there are no inserts to lonsen 
or fall out 
the jaw facings are harder by 
far than those of the standard 
needle holders 


their lasting positive grip 
risk and 


FULL DESCRIPTIVE LITERATURE ON APPLICATION 


Designed and Manufactured in England by ALLEN AND HANBURYS LTD LONDON 
N6O/191/SH 
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YOU CAN’T 
FORETELL THE 


... BUT YOU CAN 
PREPARE FOR IT 


This Society specialises in insurance for the Medical and 

Dental Professions. 

Non Cancellable With Profit 

SICKNESS AND ACCIDENT INSURANCE. 

LIFE ASSURANCE. 

PERSONAL PENSION POLICIES. 
When you are buying a car or equipment, why not ask for details of the 
Hire Purchase Scheme of our subsidiary company—the Medical Sickness 
Finance Corporation, of 7 Cavendish Square, London, W.1. Telephone 


Museum 1686. 


\ 


Write to the General Manager and Actuary or ‘Phone MUSeum 1/686. 


% MEDICAL SICKNESS SOCIETY 


3 CAVENDISH SQUARE, LONDON, W.!i. 
Telephone: MUSeum 1686 (10 lines) 
* MEDICAL SICKNESS ANNUITY AND LIFE ASSURANCE SOCIETY LIMITED 


Printed by Jackson, Ruston & Keeson. Ltd. Pear Tree Court. London, F.C.1, England. 
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